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HOSPITALS 


6 ELIZABEIA Ii. 
CHAP. 28 


An Act to Authorize Contributions by Canada in 

respect of Programmes Administered by the Pro- 

vinces, Providing Hospital Insurance and Labora- 
tory and Other Services in Aid of Diagnosis. 

[Assented to 12th April, 1957.] 

HF Majesty, by and with the advice and consent 

of the Senate and House of Commons of Canada, 

enacts as follows: 


SHORT TITLE 


I. This Act may be cited as the Hospital Insurance 
and Diagnostic Services Act. 
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PATIENT HANDLIN 
EQUTFPM 


the EASY LIFT 


With its ingeniously engineered 
two-way Shide and Tilt feature, 
the “‘Easy-Lift” unit is the ulti- 
mate in patient care and han- 
dling. One small nurse can 
transfer the heaviest patient eas- 
ily. With available accessories 
the ‘“‘Easy-Lift” is today’s most 
modern emergency and recovery 
room unit. 


the CONVER-TABLE 


THE ULTIMATE FOR 
EMERGENCY ... An ideal 
unit for all emergency cases, in- 
cluding minor surgery and acci- 
dent cases. It is equipped with 
stirrups, knee crutches and leg 
holders. Converts instantly to 
wheel stretcher, with all avail- 
able Hausted accessories. The 
Conver-Table is also ideal for 
OB use. It is a Labor Bed and 
an OB Table. When used with 
a 30” top and 3” or 4” pad it is 
an efficient OB Recovery Unit. 


the STANDARD 


A leader in its field. Modern, 
versatile, for Emergency and 
Recovery Room use. This com- 
petitively priced stretcher has 
numerous features not available 
on conventional stretchers. The 
unit is completely self contained. 
All accessories store on the 
stretcher ready for immediate 
use. 


the ECONOMY 


Dollar for dollar you can’t beat 
the Hausted Economy. Designed 
for the simple transfer and 
movement of patients and engi- 
neered to give years of depend- 
able service. The Economy is 
tops in the low priced field. 


HAUSTED EQUIPMENT HAS BEEN DESIGNED 
WITH THE HOSPITAL'S STAFF AND PATIENTS 
IN MIND. WHEN YOU PURCHASE A HAUSTED 
UNIT, YOU CAN BE SURE OF GETTING TODAY’S 
HIGHEST QUALITY, MOST MODERN, EFFICIENT 


AND VERSATILE EQUIPMENT. 


the PEDIATRIC 


This member of the Hausted 
stretcher family answers a grow- 
ing need for a smaller yet versa- 
tile stretcher. A large variety of 
optional accessories usually 
found only on larger units is 
available on this pediatric unit, 
making it adaptable to all 
pediatric needs as well as an 
invaluable adjunct to recovery 
room service. 


the TRANS-LIFT 


Easier, safer, modern way to 
transfer patients. Unique among 
patient handling equipment, the 
Trans-Lift permits a patient to 
be moved from Emergency, 
through X-Ray, Surgery, Re- 
covery, to bed remaining at all 
times on the same conductive 
transfer sheet. One tiny nurse 
handles the heaviest patient 
safely and easily with this all 
new hydraulic Trans-Lift. 


the INVAL-AID CHAIR 


The most efficient, modern, and 
safe unit for incapacitated pa- 
tient handling. The patient can 
be transferred from bed to flat 
stretcher top and then by a 
simple turn of a crank the unit 
is converted into any chair 
position. 


the BED RAILS 


Now available is this all new 
permanently attached safety 
bed rail. This extremely rigid 
rail can be easily installed on 
almost all of today’s hospital 
beds (without drilling or altera- 
tion to bed frame) giving ade- 
quate safety to patients. When 
in storage, bed rail is completely 
out of the way and yet ready to 
be pulled up and into position 
for immediate use. Rail locks 
securely for added safety. 


the TRACTIONAID 


The ultimate in modern pelvic 
and cervical intermittent 
traction and manipulation. Is 
electronically controlled and hy- 
draulically operated for smooth 
application. The TRACTION- 
AID is the only unit which 
compensates for the patient’s 
movement and has complete 
control of ‘‘on’’ and “‘off’’ cycle. 


FOR COMPLETE INFORMATION ON ANY ABOVE UNITS, WRITE: 


SIMMONS COMPANY 
-HAUSTED DIVISION 


MEDINA, OHIO 


“See Two Exciting New Products in Hausted’s Space No. 383 at the A.H.A. Convention" 





A factual report 


on a new concept 
in hospital PR* 


Never before have good Patient Relations 
meant so much to hospitals as now. Dermassage 
offers a simple, effective means for 1mprov- 
ing and expanding your program. Here are 
the facts as revealed by over 4,000 hospitals. 


As hospitals become more crowded and 
services more strained to meet the heavy de- 
mands placed upon them, patient relations 
have become a matter of increasing concern 
among hospital administrators and their staffs. 

In view of the widespread interest in this 
growing problem, the makers of Dermassage, 
America’s foremost non-alcoholic body rub, 
offer this practical and proved program for 
building good patient relations. 


The patient wants to be handled with care. 
Certainly he expects to be provided with the 
best possible facilities, experienced professional 
talent and modern medication. But he looks 
for something more: to be treated gently. This 
is important to him—and in the long run— 
important to your hospital. 


In over 4,000 hospitals, the accepted way to 
demonstrate this gentle care and attention to 
patient comfort is with a regular Dermassage 
massage. As an integral part of your patient 
skin care program, Dermassage offers the hos- 
pital and patient alike a number of significant 


advantages. 


Dermassage is popular with patients. They 
frequently mention its use to friends, reflecting 
favorably on your patient handling techniques. 
Dermassage has the fresh, pleasant aroma of 
natural menthol (no perfumed scent to annoy 
the sensitive patient). It’s non-greasy. Can’t 
stain bed clothes. And Dermassage contains no 
alcohol to dry and irritate the skin. Helps pre- 
vent bedsores and sheet burn. As you’d expect, 
Dermassage maintains an excellent bacterio- 
static activity against common skin bacteria. 


And Dermassage is economical. Replaces 
both alcohol and talcum, saving nurses’ valu- 
able time. Popular sizes available locally for 
immediate delivery. The name and picture of 
your hospital can be beautifully inscribed on 
your Dermassage bottles at no extra cost. This, 
too, is excellent public relations and highly 
ethical. Picture can be made from photo or 
your letterhead. 

Why not consider adding this gentle, effec- 
tive patient protection to your daily routine. 
Dermassage is good P.R. Over 4,000 hospitals 
can’t be wrong! 


MAIL COUPON FOR FREE TEST QUANTITY 


S. M. EDISON CHEMICAL COMPANY, INC. 

300 Park Avenue, New York 22, N. Y. Box RNW 

(] Please send a generous sample of Dermassage for 
evaluation at no cost or obligation. 

[] I enclose our hospital’s picture for free sample 
layout of bottle imprint. 


dermassage 


Patient-accepted, hospital-proved 
..« America’s foremost 
non-alcoholic body rub 


Name Position 


No. of Beds. 





Hospital_ 
Address 
City Zone State 
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29 


microorganisms 
destroyed 


by one casual hand-washing with DIAL soap , 


Routine use of Dial by patients and 
personnel suggested as an aid in eliminating 
one source of infection 


New and more extensive tests have established that Dial 
soap destroys a wider range of gram-positive and gram- 
negative microorganisms, and controls their growth, than 
any other bar soap designed for hospital use. Latest tests 
show that Dial is effective against 29 strains with a casual 
hand-washing. These organisms include six strains of Staph 
aureus, along with others which resist antibiotics. 

The antibacterial ingredient in Dial—a synergistic com- 

bination of hexachlorophene and trichlorocarbanilide has 
long been known for its effectiveness against skin bacteria 
that cause perspiration odor. Dial’s antibacterial properties 
have been familiar to physicians for a considerable time. 
And now, this new evidence sharply points up the benefits 
of Dial for routine use by hospitalized patients and hospital 
personnel. 
With its unique antibacterial benefit you might 
expect to pay extra for Dial—but you don’t. You 
can trim costs even more by choosing the bar sizes 
suited to your hospital needs. Three hospital-tested 
sizes are available—1, 134 and 2'% oz.—also others. 
Write our laboratory at address below for technical 
and clinical information. 





Antibacterial spectrum of Dial soap 





Soap Concentration For Total Kill, ppm* 
Microorganism 
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*Soap concentration; Casual handwashing: 80,000 ppm (average) 
deliberate scrub: 120,000 
“F.D.A. Strain (blological standard). 
*“*Antiblotic-resistant strains supplied thru the courtesy of 
Mt. Sinal Hospital, New York, New York. 








from the Industrial Soap Division of 
ARMOUR AND COMPANY 


1355 W. 31st Street, Chicago 9, Illinois 
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Busy traffic areas? 


Now...clean and polish floors in one 
operation with this new 3M System 


SAVE TIME and labor on floor care with this new spray 
method using “SCOTCH-BRITE” BRAND Floor Maintenance 
Pads. To prepare floor, sweep or dustmop area to be 
cleaned. With a water-wax-detergent solution in a spray-gun 
or spray-bottle, lightly spray ahead of machine. “SCOTCH- 
BRITE” Pad picks up dirt and buffs dry in one operation. 
Your floors are kept at a higher level of appearance with 
less strippings. 


“SCOTCH-BRITE” PADS work on any 
floor machine. Won’t splash, won't 
rust...can be rinsed in clean water, 
dried quickly and reused. Get a free 
demonstration on your floor. Write: 
3M Co., Dept. ACA-91, 900 Bush 
Avenue, St. Paui 6, Minn. 





U.S. PAT 


“SCOTCH-BRITE” 


FLOOR MAINTENANCE PADS 


**SCOTCH-BRITE 1S A REGISTERED TRADEMARK OF 3M CO., ST. PAUL 6, MINN. 
Mitenesora [finine ano \ffanuracturinge company 
«++ WHERE RESEARCH 15 THE KEY TO TOMORROW 














haspital assechation meetings 


AMERICAN HOSPITAL ASSOCIATION 


NATIONAL MEETINGS 


1961 


Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH FEBRUARY 1962 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


SEPTEMBER 


28 American Association of Hospital Consultants, Atlantic City 
(Shelburne Hotel) 
23-25 American Association for Hospital Planning, Atlantic City 
(Dennis Hotel) 
23-25 American College of Hospital Administrators, Atlantic City 
(Convention Hall) 
25-28 American Association of Nurse Anesthetists, Atlantic City 
(Convention Hall) 
25-28 63rd Annual Meeting, American Hospital Association, At- 
lantic City (Convention Hall) 
30-Oct. 6 American Society of Clinical Pathologists and the Col- 
' lege of American Pathologists, Seattle (Olympic Hotel) 


OCTOBER 


2-4 Hospital Laundry Management and Operation, Baltimore 
(Lord Baltimore Hotel) 

2-6 American College of Surgeons, Clinical Congress, Chicago 
(Conrad Hilton Hotel) 

2-6 American Nursing Home Association, Cleveland (Pick-Carter 
Hotel) 
National Federation of Licensed Practical Nurses, Inc., St. 
Paul (Saint Paul Hotel) 
Saskatchewan Hospital Association, Regina (Hotel Sas- 
katchewan) 
American Association of Medical Record Librarians, Phila- 
delphia (Benjamin Franklin Hotel) 
Nursing Service Administration, Chicago (AHA Headquarters) 
Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 
Associated Hospitals of Alberta, Calgary (Hotel Palliser) 
Utah State Hospital Association, Salt Lake City 
Vermont Hospital Association, Burlington (Vermont Hotel) 
Hospital Safety and Insurance, Dallas, Tex. (Adolphus Hotel) 
Missouri Hospital Association, St. Louis (Sheraton-Jefferson 
Hotel) 
Association of Delaware Hospitals, Dover 
Nebraska Hospital Association, Lincoln (Cornhusker Hotel) 
National Council on the Aging, New York City 
Idaho Hospital Association, Boise (Elks Lodge) 
Staffing Departments of Nursing, Cincinnati (Sheraton-Gibson 
Hotel) 
American Dental Association, Philadelphia (Sheraton Hotel 
and Convention Hall) 
South Dakota Hospital Association, Sioux Falls (Sheraton- 
Cataract Hotel) 
British Columbia Hospital Association, Vancouver (Hotel 
Vancouver) 
Arizona Hospital Association, Phoenix (Ramada Inn) 
West Virginia Hospital Association, Morgantown (Morgan 
Hotel) 
Oregon Hospital Association, Eugene (Eugene Hotel) 
Colorado Hospital Association and Wyoming Hospital As- 
sociation, Boulder (Harvest House) 
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SIMONIZ’ 
ANNOUNCES 






1 LOCK 2 KEY 


THE BIGGEST 
COST-CUTTING 


CHEMICAL DISCOVERY 
IN THE HISTORY OF 


_ FLOOR CARE 



























TURN PAGE 





NOW! SIMONIZ 


LOCK (; KEY 


Kev MCAN’ CUTS, MAINTENANCE 


LOCK IT ON...FINISH LASTS 
AS LONG AS YOU WANT! 


“LOCK-AND-KEY"* FLOOR FINISH comes in 1-, 5-, 30- 


and 55-gallon sizes. 


GREAT NEW CHEMICAL 
DISCOVERY CUTS FLOOR 
MAINTENANCE TIME AND COSTS! 


Here’s the greatest advance in floor coatings since the This means that “Lock-and-Key” can be cleaned with 
introduction of vinyl finishes by Simoniz in 1953. common cleaning and sanitizing agents, over and over, 


“Lock-and-Key” is a brand-new, completely different, without dulling or damaging the polish—and no buffing 
Permacrylic product that solves a major maintenance is ever required. Spills, scuffing, grime, grease and grit 
problem. It has permanent resistance to alkaline cleaners cannot wear it away. “‘Lock-and-Key” lasts as long as 


and water—can be re-coated time and time again—yet is you want it to. 
easily removable. (*)—Trad ks of Simoniz C y 





HOSPITALS, J.A.H.A. 





FLOOR FINISH 


COSTS IN HALF 


UNLOCK IT...1T ZIPS OFF 
4 TIMES FASTER! 


YOU cay 


Re. provid 
w. longer 
before. ™ 
to-maintain 


lated. 


Coat 4s 


“Lock-and-Key” can be re-coated whenever you want 
without yellowing or discoloration. With each new coat 
you deepen the gloss and extend the protection. 


The finish lasts and lasts and lasts—yet you can remove 
it whenever you want, without a machine, merely by mop- 
ping the floor with the special ‘““Lock-and-Key” Remover, 


Long life, easier maintenance, simple removal: these are 
the benefits of this great new, completely different, 
Simoniz “Lock-and-Key” Floor Finish, They add up, not 
only to improved appearance, but to greatly reduced 
maintenance costs for all floors. 


FOR LONG WEAR—LESS CARE 
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IT’S LONGER-LASI ING 


than any 
Most durable, 
floor finish eve 


® 
SS 
(= IMO NI Zz ‘ 
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qSIMONIZ | 
9 tocxgxey | 
REMOVER 


” Floor Finish 
d beauty 


if| 
ow WcHnACHVLN Hl” 
. : 
“LOCK-AND-KEY” REMOVER 
comes in 20-0z., 1- and 5-gallon sizes. 


CALL YOUR 
S/MONIZ DISTRIBUTOR TODAY, 
OR USE 
THIS CONVENIENT COUPON: 


Pf 2 SS SS SS SS SSS SS SSS SSS eeaeas 


— Simoniz Company (Commercial Products Division—Dept. H-9) 
8 2100 Indiana Avenue, Chicago 16, Illinois 

Yes, | want to cut my floor maintenance time and costs. Without 
i obligating me, give me the name of your nearest distributor and: 
i © Have him see me 
BG Arrange a demonstration of “Lock-and-Key” 

© Supply me with test materials 


I Name___ 
Firm Name 

i Street Address— 

I City 








22-27 American Society of Anesthesiologists, Inc., Los Angeles 
(Statler Hilton Hotel) 

23-25 Ontario Hospital Association, Toronto (Royal York Hotel) 

23-27 California Hospital Association, San Diego (El Cortez Hotel) 

24-25 North Dakota Hospital Association, Jamestown 

94-27 American Dietetic Association, St. Louis (Sheraton-Jefferson 
Hote) and Kie) Auditorium) 

25-28 American Association of Blood Banks, Chicago (Drake Hotel) 

26-27 Washington State Hospital Association, Yakima (Chinook 
Hotel) 

27-28 Nevada Hospital Association, Lovelock (Pershing General 
Hospital) 


NOVEMBER 


}-3 Indiana Hospita) Association, French Lick (French Lick Hotel) 
2-3 Oklahoma Hospital Association, Tulsa (Mayo Hotel) 
2-4 Hospital Directors of Medical Education, Chicago (AHA 
Headquarters) 
6-8 American Occupational Therapy Association, Detroit (Shera- 
ton-Cadillac Hotel) 
6-8 Hospital) Pharmacy (Specialized), Chicago (AHA Head- 
quarters) 
6-9 American Association of Inhalation Therapists, Buffalo, N.Y. 
(Statler-Hilton Hotel) 
6-10 Physical Therapists. Miami Beach (Deauville Hotel) 
8-10 Maryland-D.C.-Delaware Hospital Association, Washington 
(Shoreham Hotel) 
9-10 Kansas Hospitcl Association, Hutchinson (Baker Hotel) 
9-10 Minnesota Hospital Association, Minneapolis (Leamington 
Hotel) 
9-10 Virginia Hospital Association, Richmond (John Marshall 
Hotel) 
13-15 Association of American Medical Colleges, Montreal, Que- 
bec, Canada (Queen Elizabeth Hotel) 
17 American Public Health Association, Detroit (Cobo Hall) 
17 Hospital Housekeeping (Advanced), Chicago (AHA Head- 
quarters) 
13-17 Dietary Department Administration, Boston (Somerset Hotel) 


13 
13- 


14-16 Directors of Hospital Volunteers (Basic), Denver (Cosmopoli- 
tan Hotel) 


26-Dec. | Radiological Society of North America, Chicago (Palmer 
House) 

27-30 Operating Room Administration (Advanced), Indianapolis 
(Sheraton-Lincoln Hotel) 

28-30 Hospital Dental Service (Advanced), Chicago (AHA Head- 
quarters) 


30-Dec. 1 Illinois Hospital Association, Springfield (St. Nicholas 
Hotel) 


DECEMBER 


11-15 Hospital Design and Construction. Los Angeles (Statler 
Hilton) 


\3-15 Medical Record Librarian’s Institute on Medical-Legal-Princi- 
ples of Medical Record Administration (Advanced), Chicago 
(AHA Headquarters) 

26-31 American Association for the Advancement of Science, 


Denver (Denver Hilton) 


JANUARY 


17-19 akhene Hospital Association, Mobile (Admiral Semmes 
ote 

22-24 National Association of Private Psychiatric Hospitals, Sara- 

sota, Fla. (Colony Beach Resort) 
26 South Carolina Hospital Association, Columbia (Wade 

Hampton Hotel) 

31-Feb. 1 American Hospital Association Midyear Conference of 
Presidents and Secretaries, Chicago (AHA Headquarters) 


FEBRUARY 


1-3 American College of Hospital Administrators Congress on 
Administration, Chicago (Morrison Hotel) 
26-March 2 American Protestant Hospital Association, Chicago 





797 WASHINGTON ST. 





DECATUR 2-6020 
NEWTONVILLE 60, MASSACHUSETTS 


ACCEPTED FOR LISTING BY THE AMERICAN HOSPITAL ASSOCIATION  trmcs rononssine 


Haney Victory! 


Below Is excerpt from letter of com- 
mendation received with reference to 
the success of our campaign for the 
Julia L. Butterfield Memorial Hospi- 
tal, Ine. 


“Haney Associates did magnificent job of or- 
ganizing campaign and following through on 
multitude of details. Dr. Haney’s inspirational 
talk at kickoff dinner set tone for workers and 
they never waivered until job was done. We 
went well over $200,000 goal, and we may reach 
$300,000 when all returns are in. 


“This feat more impressive because community 
never before had been asked to contribute to 
hospital in 35 years of its existence. Our job 
was to convince a skeptical community that a 
new hospital was vital and their money necessary. 
We are sure that professional touch of Haney 
Associates was difference between success and 
failure of campaign.”’ 


Joseph J. DeLuccia, Chairman 
Board of Trustees 


a MaLiwaeE oF 
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Good 
for 
all hands 


handy, 
disposable, 
moist 


ZEPHIRAN’ 
TOWELETTES 


new antiseptic 
skin cleansing tissues 


Zephiran Towelettes cleansing tissues are impregnated with Zephiran chloride 1:750. They are welcomed by 
hospital personnel as well as by patients. Towelettes provide a handy, pleasant, antiseptic and deodorizing 
cleansing without the use of water. Inside each individual foil envelope is a conveniently large, moist Zephiran- 
impregnated disposable tissue — ready to use anywhere, any time. 





EASY TO OPEN ° EASY TO USE 
Available in boxes of 20 and 100. 


Toweletces contain Zephiran chloride (brand 
of refined benzalkonium chloride) in an 
effective antiseptic concentration, perfume, 
chlorothymol and alcohol 20 per cent. 
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Hospital and Medical Uses: For bedside cleansing to reduce nursing care and time. 
For patients’ use before and after meals. For patients after use of the bedpan. For 
cleansing of nursing mothers’ hands before handling the baby or breast. For cleansing 
of patients before and after gynecologic examination. For routine antiseptic skin 
cleansing of patients following operations such as colostomy, prostatectomy, hemor- 
rhoidectomy. For refreshing cooling cleansing of patients with fever, headaches, etc. 
For first-aid antiseptic cleansing of minor cuts, abrasions and burns. For patients with 
acne to cleanse the skin during the day. In the doctor's bag for house calls, for use 
in ambulances, etc. 

General Uses: In the home, in the hospital, in the office, while traveling, when caring 
for children and during sports — for a quick fresh-up any time. 


(|) LABORATORIES ¢ New York 18, N. Y. 


Zephiran (brand of benzalkonium, as chloride, refined), trademark reg. U.S. Pat. of 





: WORLD’S 
: FINEST 
: ELEVATORING 


OTIS participation in the long history of the 
WHITE CROSS HOSPITAL began in 1943 when OTIS 
started replacing all of the original elevators and 
adding new ones—a total of 7. All of the replaced 
units were of makes other than OTIS. Each was 


This currently 340 bed hospital will i cae 
handled on an individual contract—a procedure that 


continue to serve Columbus, Ohio 
ond vicinity. With the transfer of pa- 


Mil be closed lor modernizotion, » += CONtINUOUSly verified the quality of OTIS perfor- 


will be closed for modernization. It 
will reopen at its criginal 200 bed 


WE RIVERSIDE by the Waitt Geose,«=« MM@Nces and services and OTIS' competitive position. 


HOSPITAL Association. 


The continued acceptance of OTIS has now extended to the new 
RIVERSIDE METHODIST HOSPITAL, the RIVERSIDE—WHITE CROSS SCHOOL 
OF NURSING and the RIVERSIDE MEDICAL BUILDING. All passenger, 
patient, freight and supply traffic will be handled by 16 OTIS elevators 


and dumbwaiters. 


Here again, the local COLUMBUS office of OTIS’ nation-wide service 
facilities will be ready at all times to provide whatever is needed to 


keep vertical transportation at RIVERSIDE METHODIST running like new. 


OTIS ELEVATOR COMPANY? 260 ELEVENTH AVENUE + NEW YORK 1, N.Y. 
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COLUMBUS 
OHIO’S NEW 
HOSPITAL 




















RIVERSIDE METHODIST HOSPITAL is designed with a center service core 
for its 850 permanent employees and medical staff. All outside wall space is 
used for its 416 patient beds and 70 bassinets. It will have segregated medi- 
cal, surgical, neurosurgical, orthopedic, psychiatric and pediatric units of 36 
beds each, plus two post partum maternity units of 28 beds each. The surgery 
suite will have 10 operating rooms. Other facilities include a maternity 


delivery suite, a Cobalt treatment room and extensive physical therapy. 


Flanking the main hospital building on a beautiful 61-acre site is the new 
RIVERSIDE-WHITE CROSS SCHOOL OF NURSING (shown at left) with 
classrooms and residence for 210 students; and a new RIVERSIDE MEDICAL 


BUILDING with offices for 50 physicians. 


OFFICES IN 297 CITIES ACROSS THE UNITED STATES AND CANADA 


SEPTEMBER 16, 1961, VOL. 35 il 





Positive 
Antithrombotic 
Therapy 


H E PAR I N is the only substance that protects against the 


organization and extension of thrombi by 
acting on both the clotting mechanism and 
on elevated lipid levels. 


There is a growing body of evidence 
for inter-relationships among 

elevated serum lipids, atherosclerosis, 
hypercoagulability, and thrombosis. 


INCREASED ELEVATED 
- a SLUDGING SERUM LIPIDS 
TENDENCY 


LIPO-HEPIN 


(HEPARIN SODIUM) 


THROMBOSIS ATHEROSCLEROTIC 
4 LESIONS 


OCCLUSION 


LIPO-HEPIN 


HEPARIN SODIUM INJECTION, AQUEOUS 


RIKER LABORATORIES, INC. 
NORTHRIDGE, CALIFORNIA 
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aconedibation 


pncblems 


KENNETH B. BABCOCK, M.D. 


In the Standards of the Joint Com- 
mission concerning the tissue commit- 
tee’s function, mention is made of the 
comparison of the preoperative, post- 
operative and pathological diagnoses 
and the acceptability of the operation. 
Surely if all three diagnoses agree, 
there is no question of the acceptability 
of the operation. 


No, you are wrong. Here are two 
examples. A woman was operated 
upon for a fibroid uterus, and all 
three diagnoses agreed. The oper- 
ation performed was a_ subtotal 
hysterectomy (cervix left in). Was 
this operation acceptabie or should 
she have had a total hysterectomy? 
Gynecologists tell us a_ subtotal 
hysterectomy is rarely indicated. 

Another question raised by sev- 
eral hospitals concerned a radical 
mastectomy for cancer of the 
breast. All three diagnoses were 
the same, but the operative report 
showed no resection of lymph 
glands, which is considered an es- 
sential part of a radical mastec- 
tomy operation. The tissue com- 
mittee was right when it said these 
operations were inadequate and 
therefore unacceptable. 

The adequacy of an operation 
often is as important or more im- 
portant than the mere agreement 


of diagnoses. 
* * * bd 


How long must a patient have been 
in the hospital prior to death in order 
to be counted in the autopsy compila- 
tion and percentage? 


If the patient was admitted to 
the hospital as a bona fide inpa- 
tient, he is counted. Outpatients 
or D.O.A.’s are not counted. 

* * * 

Is it possible for the Joint Commis- 

sion to include an evaluation of the 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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tissue committee’s function 
autopsy compilation 


accreditation and schools of 
nursing 


letters from patients 


emergency electric power 


school of nursing in the accreditation 


visit? 


No. In our surveys of hospitals 
we study the safety and quality of 
medical care. Nursing service is 
an important facet of this care. 
Accreditation of a school of nurs- 
ing is primarily a matter of an 
educational program. We do not 
feel that both service and educa- 
tion should be reviewed by us, or 
that we are qualified to survey 
educational programs. 

— * — 

Are letters written by patients to 
the physician or the hospital con- 
sidered part of the patient’s chart if 
they are written while the patient is 
in the hospital? I am speaking of 
psychiatric patients who write such 
letters. They contain much personnel 
data. I have been destroying them. 


I believe you acted wrongly un- 
less you did so on the advice of the 
physician on the case. It should 
be his decision. I would say to the 
physician, ‘Do you feel these let- 
ters are pertinent to the case? 
Should I destroy them or not?” 

* * * 

The Joint Commission requires an 

emergency electric power facility for 


vital areas at least. The board and 


staff at my hospital believe that this ° 


requirement is a very expensive, un- 
called for luxury. Can you justify it? 


This is a requirement of the 
Joint Commission and we can jus- 
tify it. As an example, twice in 
the last two years, New York City 
has had major electrical power 
failures. Patients’ lives were saved 
by the auxiliary power facilities. 
You might ask your people how 
would they like to be in an operat- 
ing room or in an oxygen tent 
when a power failure occurred and 
no emergency power stand-by was 
available. This attitude of “it can’t 
happen to us” is not valid. A hos- 
pital’s prime objectives are high 
quality care and protection of the 
patient. 





" NEW 


POLECAT 


“HELPING HAND” 


saves nurse’s time 
and strength... 
helps patients 
“get up and go” 
on their own! 














The Helping Hand is the latest in 
POLECAT’S group of Pick-Me-Up 
patient aids and rehabilitation products 
which have given seven years of hard 
daily service in over 2000 hospitals. It’s 
a spring-loaded, telescoping 114 inch 
column of shining anodized aluminum. 
Although it will easily support 600 
pounds, it weighs less than 5... so 
light that a patient can help herself out 
of bed, spring her Pick-Me-Up out of 
position, carry it to her chair and spring 
it into place again. 
If you wish, add a 
set of I.V. hooks 
($3.95 pr.) and a re- 
movable utility tray 
($13.75) and you 
have a triple-duty 
POLECAT ... Help- 
ing Hand,I.V.Stand 
and utility table. It 
will do so much in 
such small floor 
space and cost so 
little that you can 
afford to have one in 
every room! 
No. 116H For ceil- 
ings from 6% to 9 
feet (Slightly higher 
for higher ceilings) 


‘2380 


Please write for full 
details on POLE- 
CAT Pick-Me-Up 
equipment to 


BREWSTER, INC. 


Dept. H-9 Lyme, Conn. 
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Castle. POWERCLAVE 


with ELECTRILOCK DOOR 


S A F. E R « » » Just a touch of a button closes and locks the door. 
Steam tight seal is automatic—regardless of the operator’s strength. And three 


separate features make it impossible to open the door under pressure. 


EA SIE R. . « « No handwheel to struggle with. It’s all automatic. 
Closing and locking the door, sterilizing, opening the door—it’s pushbuttons all the way! 


M OR E CA P A Ci 2 ¢ « « New design of vessel and car increases load 


capacity. And improved exchange of air and steam reduces cycle time— 
particularly advantageous with high vacuum techniques. 


THAN EVER BEFORE! powerc.aV5E is the first major 
re-design of hospital sterilizers in forty years. Yet you can fit it right into your 
present sterilization program—for approximately the cost of a conventional 


autoclave! Write for POWERCLAVE literature. 
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New LoadMaster Car and Lock: Touch the button—door 
swings shut, locks safely, starts 


sterile cycle. No handwheel to 
wrestle with. 


Castle 


WILMOT CASTLE COMPANY, 1409 E. Henrietta Rd., Rochester 18, N.Y. 
Subsidiary of Ritter Company Inc. 


Open! Just push the button. Door Load! 
swings out smoothly, silently— | Safe-T-Lock Carriage handle larger 


effortlessly. loads, more safely. 


*Trademark Wilmot Castle Company 
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IN SURGICAL PUMPS 











THE EFFICIENT NEW LOOK 


The new Starline Super-60 Series by the originators of modern Ether-Vacuum 
equipment. Send for portfolio of complete descriptions and specifications. 


VMUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


830 S. HONORE St., CHICAGO 12, ILL. - DALLAS - HOUSTON - LOS ANGELES « MIAMI, FLA. « ROCHESTER, MINN. 
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> JET PLANE CRASH TESTS DISASTER PRO- 
GRAM AT ABINGTON (PA.) MEMORIAL 
HOSPITAL— When a Navy jet plunged 
into a department store in Hor- 
sham, Pa., on August 27, the 
disaster plan at Abington (Pa.) 
Memorial Hospital went into im- 
mediate effect. The staff cleared 
the accident ward, alerted the 
school of nursing and called in 
personnel for help in processing 
admissions. All available nurses 
and doctors were summoned. Thir- 
ty-six nurses—scheduled to grad- 
uate the following week—volun- 
teered their services when they 
learned of the disaster. 

At least 20 persons were injured. 
An estimated nine persons—includ- 
ing three firemen—were treated 
for serious injuries, and all but 
one were released after treatment. 
At least six persons were treated 
for minor injuries, and approxi- 
mately six others arrived in am- 
bulances but had no injuries. (De- 
tails p. 108). 


> UNION WITHDRAWS ‘NO-STRIKE’ 
PLEDGE FROM 39 NEW YORK HOSPITALS 
—The Drug and Hospital Employ- 
ees Union has withdrawn a pledge 
that it will not strike from 39 non- 
profit, voluntary hospitals in New 
York City, 

Leon J. Davis, president of Local 
1199, told the hospitals, ““We are 
advising you of this decision, not 
because we anticipate any problem 
in the immediate future with any 
of the voluntary hospitals, but in 
order to keep the record of our 
union with respect to the no-strike 
pledge in proper perspective.” 

According to the union, the ac- 
tion was taken because the hos- 
pitals would not subscribe to a 
“statement of policy” which pro- 
vides for the handling of grievances 
and makes necessary an annual 
review of wage rates of nonpro- 
fessional workers in the hospitals. 
The hospitals signed the statement 
of policy following a 45-day strike 
against seven hospitals in 1959. 
One provision of the strike settle- 
ment was the union’s no-strike 
pledge for five years, ending June 
1965. 
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digest of NEWS 





In a letter to New York’s Mayor 
Robert F. Wagner Jr., Mr. Davis 
charged that the 39 hospitals failed 
to subscribe to the policy statement 
despite a pledge by the Greater 
New York Hospital Association that 
the majority of its members would 
do so. 

Mr. Davis also criticized the 
Permanent Administrative Com- 
mittee, set up to review labor 
practices in the hospitals, for “‘fail- 
ing to act as a truly impartial 
agency”. This group is made up 
of three hospital and three labor 
representatives. 

Mr. Davis said he would seek a 
meeting with Mayor Wagner to 
discuss the situation. 


> OHIO LEGISLATURE FAILS TO OVERRIDE 
GOVERNOR'S VETO OF ‘LIABILITY BILL’ 
—Despite all efforts of the Ohio 
Hospital Association to encourage 
the passage of S.B.187—the “Lia- 
bility Bill” which was vetoed by 
Gov. Michael V. DiSalle—the final 


vote of the Ohio General Assembly 
failed to override the governor’s 


action. 

The bill, which called for the 
limited liability of charitable, non- 
profit corporations for acts of serv- 
ants or agents except in cases of 
gross negligence, was passed by 
the Ohio House and Senate earlier 
this year. On June 30, however, the 
bill was vetoed by the governor. 
This is the second such bill to be 
vetoed by Governor DiSalle in two 
consecutive legislative sessions. 

The Senate overrode the veto on 
July 31 by a vote of 24 to 11, but 
on August 1 the House voted to 
sustain the veto by a 74 to 48 vote. 
A House vote of 84 against the veto 
was necessary to reverse the gov- 
ernor’s decision. 

In an explanation of his reasons 
for vetoing the bill, Governor Di- 
Salle said that “it can never be 
right for an organization motivated 
by charity to insist on the right to 
wrong even a recipient of that 
charity if such be the case, and 
deny protection to this human be- 
ing, who is there as an object of 
one of our great human and spirit- 


ual qualities—that of charity.” 

In further discussion, the gover- 
nor pointed out that “the bill is 
not an immunity for the charitable 
organization as much as it is a pro- 
tection to those who are being paid 
for guaranteeing the liability of the 
charitable organization. The actual 
cost involved in securing profes- 
sional liability insurance coverage 
in Ohio is extremely small.” 

The “Liability Bill” was designed 
to overcome an Ohio Supreme 
Court decision of 1956 which held 
that a nonprofit corporation was 
liable for acts of its employees. 


> REPORT FROM WASHINGTON—The 
end of August brought decisive 
Congressional action on pending 
key health bills. The Community 
Health Services and Facilities Act 
of 1961, which was passed by the 
House, was in executive session of 
the Senate Labor and Public Wel- 
fare Committee, The bill appropri- 
ating funds for the Department of 
Health, Education, and Welfare for 
fiscal year 1962 was in conference 
sessions of the House and Senate, 
and another House-Senate confer- 
ence committee was completing 
action on the foreign aid bill. 

@ Abraham Ribicoff, Secretary of 
Health, Education, and Welfare, 
confirmed news reports that the 
Administration does not expect 
further action this year on its bill 
to finance health services for the 
aged through social security. There 
have been no executive sessions on 
the measure following public hear- 
ings in late July and early August 
by the House Ways and Means 
Committee. 

@ Two more witnesses had been 
scheduled for Congressional ap- 
pearances on the drug bill (S.1552) 
by the end of August. The Senate 
Antitrust and Monopoly Subcom- 
mittee expected to hear HEW Sec- 
retary Ribicoff on September 13, 
and on September 15 Lee Loevin- 
ger, assistant attorney general, was 
scheduded to appear. 

@ More than $1.5 billion in federal 
funds have been obligated under 
the Hill-Burton Act. This was dis- 





closed in a new cumulative sum- 
mary of the program beginning in 
fiscal year July 1, 1948 and extend- 
ing through the fiscal year ending 
June 30, 1961. The total projects 
approved number 5688 with a total 
cost of $4,926,885,374. (Details p. 
106). 


> REPORT ISSUED BY BLUE CROSS IN 
PENNSYLVANIA—-Findings concerning 
the average length of stay in 
Pennsylvania hospitals were dis- 
closed in Report No. 1, issued by 
the Hospital Administrators’ Re- 


view Board and the Physicians’ 
Review Board of the Associated 
Hospital Service of Philadelphia. 

Among the findings brought out 
in the report were that the average 
length of stay in Pennsylvania hos- 
pitals is the longest in the nation, 
and that the length of stay in 
Philadelphia Blue Cross cases is 
15 per cent longer than that of 
other Blue Cross Plans. 

Report No. 1 makes recommenda- 
tions in answer to the question, 
“What must we do to shorten length 
of stay here, and save money for 





Gill Another SUCESSEUL Hospital Fund Campaign 


by Burrill, 


“we 2 rr ee ee — 


GOAL: $750,000 


THIS TIME FOR: 
GOSHEN GENERAL HOSPITAL 
Goshen, Indiana 


ee 


AMOUNT RAISED: $800,000 


"The fund campaign of Goshen Hospital came to a successful con- 
clusion tonight...Let me express sincere appreciation to you, 
your organization in general, and, to your Director, for an out- 
standing performance. Without your able organizational assist- 


ance, we never would have succeeded in this mighty mission." 
George L. Pepple, General Chairman 


“Yesteryear” solutions are not good enough to meet today’s 
specialized hospital fund-raising problems. Though Burrill, Inc., 
as one of the oldest firms in the fund-raising profession, has years 
of experience, B/I’s answers to today’s needs come from last 
month’s, yesterday’s and today’s experiences. * 

Today’s hospital financing demands incisive, quick thinking, 
flexible fund-raising management adjusted to your needs and 
community circumstances today. Burrill campaign directors and 
co-directional executives are men with enthusiasm, mature judg- 
ment, good health and the capacity to get today’s job done today! 
They are doing just that—every day! 


*We have served hospitals 31 more times in the past 24 months. 


If you are considering a fund-raising program, 
Call us for consultation, There is no cost or obligation. 


THE FUND RAISING LEADER 


Burrill, Inc. 


Kansas City 12, Mo Suite 200, 424 Nichols Road 
Washington §, D.C. Suite 500,734 Fifteenth St., N.W. 
San Francisco 4, Calif. Suite 202,400 Montgomery St. 


Accepted for listing by the American Hospital Association 





everybody?” It summarizes steps 
that have already been taken by 
Philadelphia Blue Cross to dis- 
courage unnecessarily long hospital 
stays, and explains a limited ap- 
proval program approved by the 
state insurance commissioner and 
expected to be put into effect this 
fall. (Details p. 108). 


> PARAMEDICAL EDUCATION COUNCIL IN 
GEORGIA BEGINS STUDY—A study of 
present and future needs for nurs- 
ing and other paramedical person- 
nel was undertaken early in Sep- 
tember by the Joint Council for 
Paramedical Education in Georgia. 

The council, organized in Janu- 
ary 1960, is composed of repre- 
sentatives of the Georgia Hospital 
Association, the Georgia Depart- 
ment of Public Health, the Georgia 
State Department of Education and 
other related agencies. 

One of the prime objectives of 
the council since it was organized, 
the study of state-wide needs for 
nursing and paramedical personnel 
will be financed jointly by the Uni- 
versity System of Georgia, the 
Georgia State Department of Edu- 
cation and the Georgia Department 
of Public Health. (Details p. 118). 


p RELATIONSHIP BETWEEN M.D.'S AND 
FULLY LICENSED OSTEOPATHS RULED ETHI- 
CAL IN NEW JERSEY—As a result of 
a recent opinion of the Judicial 
Council of the Medical Society of 
New Jersey, members of the med- 
ical society are ethically at liberty 
to work on a voluntary profession- 
al basis with doctors of osteopathy 
who hold unlimited licenses to 
practice in that state. The action 
followed recent rulings on the 
house of delegates of the American 
Medical Society, the New Jersey 
Supreme Court and the Joint Com- 
mission on Accreditation of Hos- 
pitals. (Details p. 114). 


> TENNESSEE HOSPITALS OFFERED NEW 
COST CONTRACT—The Commission 
on Third Party Payment represent- 
ing the Tennessee Hospital Associ- 
ation has reached an agreement 
with the state on the terms of a 
proposed 97 per cent cost contract 
to cover payment of all state pro- 
gram cases. The Commission, which 
had been seeking a 100 per cent 
contract, as of September 1 had not 
accepted the proposal. (Details p. 
118). 
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A Patient-Safety Program in action! 


The O.R. suite, the nursery, the admitting office 
... all hospital areas are included in this common- 
sense approach to the problem of environmental 
infections, the Patient-Safety Program. Complete 


facts are on the back of this page. Read them 
and discover how you and your Huntington 
representative can design this flexible program 
to meet the exact aseptic needs of your hospital. 


HUNTINGTON 


... Where research leads to better products 


HUNTINGTON @ LABORATORIES + HUNTINGTON, INDIANA « Philadelphia 35, Pennsylvania « Jn Canada: Toronto 2, Ontario 





The Huntington 
Patient-Safety 
Program 


How to prevent infection from originating in the hospital. 
That’s the problem. Many hospitals are solving it by returning 
to old-fashioned attitudes toward cleanliness in every depart- 
ment combined with the use of modern, efficient aseptic prod- 
ucts. And they are adopting the basic principles of a Patient- 
Safety Program to set up a common-sense plan-of-attack 
against resistant Staph. and all other infectious agents. 


This practical program features: 


@ More than 100 Huntington products that will effectively 
help combat the spread of infection from the admitting office 
to the O.R. suite, the nursery, everywhere in the hospital. 


@ An intelligent Huntington representative to help you plan 
the program to meet your specific needs. Individual hospital 
aseptic problems differ because of variations in layout, in func- 
tion and in use. The job of the Man behind the Huntington 
Drum is to select the right Huntington product or products 
for your hospital. He will show you how to efficiently and ef- 
fectively use these products to destroy bacteria on all surfaces. 


@ An experienced Huntington representative whose advice and 
suggestions will greatly assist you while building and maintain- 
ing your Patient-Safety Program. His experience in the hos- 
pital aseptic control field averages 19 years. 

@ A company that completely backs up its men and products 
with research laboratories that place quality above all else. For 
over 41 years, these laboratories have been enforcing rigid con- 
trol over the Huntington manufacturing processes. 


Call or write today. Get more details on the Huntington Patient- 
Safety Program. 


\ 
\ Two Huntington products to help you prevent cross-infection: 


\ 

@ GERMA-MEDICA LIQUID SURGICAL SOAP WITH HEXA- 

CHLOROPHENE -« Reduces bacteria on the skin well below safe levels. 

Tests have proved its bacteriostatic efficiency. Keeps hands soft and smooth. 

Ideal for the surgeon’s prep and for use at all hospital stations. Germa- 
\ Medica with Hexachlorophene is highly concentrated. It is diluted with up 
\to four parts water per one part soap for very economical use. 


° SAN PHENO X...A HIGHLY BACTERICIDAL GERMICIDE- 
For general-purpose hospital disinfecting. Has a broad bacterial spec- 
trum. Highly effective against Resistant Staph. Easy to use, has a pleasant 
odor. Will not irritate skin or stain or cbrrode metal when used as directed. 


HUNTINGTON 


... where research leads to better products 


HUNTINGTON @ LABORATORIES 

Huntington, Indiana 

C Please send me the free booklet, ‘A Suggested Plan for Infection 
Control in Hospitals." 

OD Send more information on Germa-Medica Liquid Surgical Soap 
with Hexachlorophene. 

O) Send laboratory reports and other literature on San Pheno X 
Germicide. 

C Have your representative call for an appointment. 





EVERYONE 

IS HAPPIER 
WITH 

FLEET ENEMA 


because it’s as easy as 


Pre-lubricated, anatomi- 
cally correct 2-inch rec+ 


tal tube avoids injury ei 
1. heady to use . . . no prep- 


aration necessary... just 
remove protective cover 


Check valve regulates 
flow 


4% fl.oz. of precisely 
formulated solution pro- 
vides quick, thorough 
cleansing without pa- 
tient discomfort 


2. Easy to administer . . . by 
nurse or patient... takes less 
than a minute... just squeeze 
bottle with one hand 


>) 


Compact squeeze bottlé 
unit —no loose or mov- 
ing parts 


3. Disposable ...simply dis- 
card unit after use... 
eliminates cleanup and 
sterilization 


© 100 cc. contains: 16 Gm. sos 
FLEET ENEMA dium biphosphate and 6 Gm. 


sodium phosphate in 4%- 
fl.oz. squeeze bottle. Pediatric 
size, 2Y4 fl.oz. Also available: 
Fleet Oil Retention Enema, 
41-fl.oz. ready-to-use unit 
containing Mineral Oil U.S.P. 


READY-TO-USE SQUEEZE BOTTLE 
C. B. FLEET CO., INC. Lynchburg, Va. 
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gfe sterilizers shown on these pages embody nearly 70 
years of investigation dedicated to the development of 
ever-new and better hospital techniques and equipment. 

In serving the phenomenal strides of medical science, the 
American Sterilizer Company is honored to have pioneered 
virtually every advancement in the field of sterilization. 
during the 20th Century. 

The modern sterilizers presented here are tangible evidence | 
of but a few Amsco achievements in the area of advanced : 
hospital sterilizers for the 60’s. Each in its own way is. - 
supremely efficient . . . possesses great speed and versatility ee 
with the dependability expected of Amsco. 5 pen 

Yet . . . tomorrow Amsco’s research facility will yield new 
techniques and new equipment for hospitals in évery == 
country of the free world. For our dedicated purpose is - 
constantly to seek the better way. As a: 

Illustrated brochiures are available on 
Sterilizers for the 60’s. Write-for the copi 





® International Amsco Subsidiaries: 4 
AMSCO DE MEXICO— San Bartolo N nei 2 : 
Amsco EuROoP— Bruges, Belgium Ke : oe Ba aa 


During the A.H.A. Convention you are invited to view our exhibits in booths 510, 306 and 134. 








world’s hospitals to new heights 
: of patient protection in the 60's 


LABORATORY STERILIZERS 


® Cyclomatic and Isothermal 
Controls perform Inspissation, 
Pasteurization, Fractional 
Sterilization and Pressure 
Steam Sterilization procedures. 

® Ideal for processing heat- 
sensitive or heat-coagulable 
media and fluids. 

® Square chambers. . . recessed 
and cabinet mountings. 





COMBINATION GAS-STEAM 
CENTRAL SERVICE STERILIZERS 
© Ideal for sterilizing heat- or 

moisture-sensitive equipment and 

supplies. 
® Dual, fully automatic controls, 
® May be used 24 hours a day. 
® Adaptable to any ethylene-oxide 
mixtures. 


MODEL M. E. RECTANGULAR 
STERILIZERS 
® Long recognized as the ‘“‘workhorse”’ 
of Central Service. 
® Ideal for solutions, dressings, 
utensils, instruments, milk formula 
and laboratory supplies. 
® Fully automatic Cyclomatic Control. 
Also available as a utility M. E. with 
enameled exterior 


INSTRUMENT 
WASHER-STERILIZER 
® For Sub-sterilizing Rooms or 
Central Instrument Clean-up. 
® Choice of three automatic cycles: 
1, Wash and sterilize 
2. —, sterilizing cycle at 
3. 7-min. ‘sterilizing cycle at 
250° F. 


@ 11/x11x24” chamber, 


World’s largest designer and manufacturer 
of Sterilizers, Operating Tables, 

Lights and related equipment and 
supplies for hospitals 


CRYOTHERM 
“COLD” STERILIZER 


® For “cold”’ gaseous steriliza- 
tion or heat- or moisture- 
sensitive materials, instruments 
and pre-packaged supplies. 

® Ideal for Urology, Surgery, 
Central Service, Pharmacy 
and Laboratory. 

® Cryoxcide gas supplied in 
16-pound cylinders, 


f at 


——. aad 

SQUARE PRESSURE STERILIZERS 
Designed for Surgical Supply, 
Milk Formula and Pressure Instru- 
ment applications . . . with minor 
modifications for each use. 

@ Square chambers increase load 
capacity. 

@ Fully automatic Cyclomatic 

Control. 














MATTRESS AND 
BEDDING DISINFECTOR 
® Especially designed for decon- 
taminating mattresses, 
blankets, pillows, bassinettes, 
incubators, etc. 

® Ample microbial factor to kill 
STAPH or the communicable 
disease pathogens. 

® Ethylene oxide sterilant for 
37''x46'x88”" vacuum- 
pressure chamber. 


CYLINDRICAL 
STERILIZERS 

® Cyclomatic Control 
assures correct 
sterilizing cycle. 

® Single or double 
wall chambers. 

® Wide choice of sizes 
++. Open or recessed 
mounted. 

® Economical initial 
cost. 


AMERICAN 


STERILIZER 
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SMOOTH-TOP WATERPROOF BEAUTYREST 


and bacteria. It’s anti-static—may safely be moved to 
operating or recovery room areas. It’s chemically inert, 
non-toxic, non-allergenic. And Beautyrest is famous for 
its long, economical service—guaranteed for ten years. 
As ever, it’s your hospital’s best mattress buy. 


Sanitized, anti-static...guaranteed for ten years! 
Beautyrest® gives patients the comfort and bed-rest care 
they need. Now smooth-top Beautyrest adds water- 
proofing for cleanliness and increased service life. It’s 
Sanitized to retard odors, resist mold, help fight germs 














Beautyrest can take any 
spring position—deliver 
good-posture comfort. 


Beautyrest individually 
pocketed coils for finest 
patient care and comfort. 


SIMMONS COMPANY 


CONTRACT DIVISION 


Tests show Beautyrest 
outlasts next-best mat- 
tress by more than 3 to 1. 


Inside tufting now gives 
Beautyrest a smooth top 
and waterproof surface. 


Merchandise Mart e Chicago 54, Illinois 
DISPLAY ROOMS: Chicago * New York « Atlanta « Columbus e« 
Dallas « San Francisco « Los Angeles 
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Hospitals in business areas 


We are considering expanding a hos- 
pital situated in an area that eventually 
will be surrounded by commercial 
buildings. What is the desirability, in 
general, of hospitals being situated in 
central business districts? 


From the point of view of a hos- 
pital, the prime requisites are that 
it be located in an area of reason- 
able quiet, that there is adequate 
room both for expansion and for 
parking and that office space is 
immediately available nearby for 
use by physicians who serve on the 
staff of the hospital. 

From the point of view of a 
community, hospitals are generally 
considered to be good neighbors 
and it would seem that if the space 
for the hospital was large enough 
it could be located either in a busi- 
ness district or in a residential dis- 
trict. 

From a transportation point of 
view, most people today are quite 
accustomed to traveling consider- 
able distances to do their shopping 
at shopping centers and are conse- 
quently not averse to traveling 
some distance to reach a hospital. 
Most hospitals seem to be on bus 
lines. It is not clear whether this 
is because the hospital is con- 
structed convenient to a bus line 
or whether the bus line changes its 
route to pass near the hospital. 

In conclusion; it is my opinion 
that there are no simple rules to 
follow in the location of a hospital 
as far as zoning designations are 
concerned. In general, good judg- 
ment must be the final arbiter in 
such decisions.—HIRAM SIBLEY 


Nursing home design 


Has the American Hospital Associa- 
tion developed standards for the design 
of nursing homes? 


The American Hospital Associa- 
tion has been actively interested 
in developing design standards for 
nursing homes for some time, and 
has been asked to give its recom- 
mendations toward the establish- 
ment of standards, such as those 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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published by the Federal Housing 
Administration for administering 
its current support program. Of 
course, standards such as those are 
minimum standards and in some 
instances we hope the minimums 
are exceeded upward. 

This Association has not de- 
veloped its own standards, but we 
are involved with developing 
guides to design of long-term fa- 


cilities adjunctive to hospitals. 
These will not be completed for 
some time. 

Your local. building codes will, 
of course, be helpful. In this re- 
gard, you may be interested to 
know that the National Fire Pro- 
tection Association has been de- 
veloping new standards for both 
new and existing nursing homes. 
You would do well to keep posted 











MISS PHOEBE 








“What's the matter, young man—haven’! you ever seen 
30 


an Everest & Jennings folding wheel chair? 


NO. 43 INA SERIES 













Elevating legrest mode! has 
8” casters balance-positioned to 
compensate for weight of casts. 


Happily, since revolving doors aren’t among 
your hospital headaches, you can confine 
your interest in the fingertip fold-ability 
of Everest & Jennings chairs to such advantages 
as easy handling and compact storage. Superb balance and 
maneuverability are additional benefits that both 
patient and attendant will applaud. And economy-wise 
administrators never fail to notice that the long, 
maintenance-free life of Everest & Jennings chairs 
makes them a bigger bargain every year. 


Specify EVEREST & JENNINGS chairs 





for your hospital 


EVEREST & JENNINGS, INC., 


1803 PONTIUS AVE., LOS ANGELES 25, CALIF. 
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Don’t Get Caught 
In The Middle! 


Your office operations can be seriously restricted by inflexible 
reproduction facilities. Small copiers can do only limited jobs. 
Some large office copiers can’t serve all your needs. 

The new PHOTOSTAT 10-14 Photocopier frees you from re- 
strictions—performs all copying jobs! Delivers quality copies 
and volume production, reduces and enlarges, produces posi- 
tive photocopies from paper records and paper enlargements 
from 16mm or 35mm microfilm. And all at the touch of one 
button! 

No other machine can match the multiple copying jobs 
turned out by this new photocopier. For more information on 


how the new 10-14 can serve your operation, write or phone 


PHOTOSTAT Corporation. 


PHOTOSTAT—the most respected name in graphic reproduction 
EQUIPMENT AND SUPPLIES — MICROFILM + OFFSET + PHOTOCOPY « COPIER 


Offices in all major U.S. and Canadian cities. 


. PHOTOSTAT CORPORATION 


ROCHESTER 3,N.Y., A SUBSIDIARY OF Itek CORPORATION 
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LIVE STEAM REDUCES 


Three minutes of automatic 
Tare minutes 90 siiintis MOISTURE RETENTION | 
several ordinary deep rinses. Mcisture retention decreased at cools load. Pieces easy to han- 


least 5% over ordinary extrac- dle and just right for ironing. 
tion of equal time. Ups ironer 
Production 10%. 


© New Anti-Vibration Suspension System ¢ 5 Safety Features 
¢ 100, 200 and 375 Ib. Models 


TROY LAUNDRY MACHINERY, Dept. H-961 


Division of American Machine and Metals, Inc., East Moline, Illinois 


Please rush full details on TROY WX Washer-Extractor. 


NAME 
FIRM 
AODRESS 


ES a a ee a 
CITY & ZONE 
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on this work. The NFPA is located 
at 60 Batterymarch Street, Boston 
10, Mass.—ROGER C. MELLEM 


Writing autopsy policies 

We would like information on plan- 
ning our autopsy policy, with a view to 
accreditation. We are not a teaching 


hospital. 


In assessing the quality of medi- 
cal performance in a hospital, the 
Joint Commission on Accreditation 
of Hospitals is interested in the 
number of autopsies performed. 


While no arbitrary ratio is re- 
quired, as this varies with the 
character of institutions, it is gen- 
erally considered that, in an acute 
general hospital, the rate should 
be at least 20 per cent. As a matter 
of the continuing medical educa- 
tion of the staff, autopsies should 
be performed in all cases where 
there is any question as to the 
cause or mode of death or other un- 
answered medical questions, such 
as the unaccountable failure of 
therapy. Your medical staff will be 
aware of studies which have shown 





\ 
Pot 


Here’s the bedpan for hard-to-move patients 


New Jones #395 Fracture stainless steel bedpan 
has a thin, tapered edge that makes it simple to slide 
under immobilized or overweight patients who are 
so difficult to move. Because of its small size the 
Jones Fracture bedpan can also be used for children 
—yet it has a greater capacity than ordinary bed- 
pans of this type. 

Both the Jones #395 Fracture bedpan and the 
Jones #510 bedpan (at left) are made of heavy 
gauge stainless steel, fit all bedpan washers. They 
can be ordered from all surgical supply houses. 


Jones #510 stainless steel 
bedpan fits at an angle so 
the patient rests comfort- 
ably on its tapered back 
edge—not humped over as 
on an ordinary bedpan. It’s 
also contoured to fit but- 
tocks, keep coccyx from 
pressing uncomfortably 
against metal. 
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If you would like to test a Jones stainless steel 
pan in your hospital, write to our Hospital Ware 
Division, Department H. 


METAL PRODUCTS COMPANY 
West Lafayette, Ohio 





a very high incidence of inaccurate 
death certificates. 

Where an autopsy is indicated 
for the reasons above, it is the re- 
sponsibility of the attending physi- 
cian, in whom the confidence of the 
relatives of the deceased is re- 
posed, to obtain autopsy permis- 
sion. When it is explained that this 
is done to assure the better treat- 
ment of future patients, permission 
is most frequently obtained. 

Preferably, autopsies should be 
performed by a pathologist. Where 
they are not, organ samples should 
be transferred to a qualified pa- 
thologist for appropriate examina- 
tion. The cost of the autopsy should 
be borne by the hospital, as it is 
a service designed to maintain the 
standards of the hospital and to 
improve the practice of medicine 
and the care of future patients. 
The responsibility for obtaining 
autopsies where indicated rests 
with the hospital in all cases of 
patients dying after admission to 
the institution. 

It is assumed that your state- 
ment, “we are not a teaching hos- 
pital”, refers to the training of in- 
terns and residents. However, it is 
a primary function of organized 
medical staffs to provide for the 
continued education and improve- 
ment of its physicians by utilizing 
the clinical material and experi- 
ence provided in the hospital. The 
performance of an adequate num- 
ber of indicated autopsies is an 
important part of this activity. 

—FREDERICK N. ELuLiott, M.D. 


Summary in patient record 


We would like advice on whether a 
separate chart summary is necessary in 
medical records. 


The Joint Commission on Ac- 
creditation of Hospitals recom- 
mends that there be such a sum- 
mary, although it does not require 
that it be a separate form. Many 
hospitals have found it advanta- 
geous to provide a discharge sum- 
mary form, since a photocopy of 
this meets so many needs of the 
hospital for transmitting rather 
complete medical information to 
other doctors and other hospitals. 
This kind of summary assists the 
medical record department in pre- 
paring abstracts for other purposes. 

—HELEN D. MCGUIRE 
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B-D MULTIFIT 7, 


Interchangeable Syringe 


cuts breakage, replacement costs / 
and assembly time—every plunger / 
fits every clear glass barrel 


FOR GREATER ECONO AY... MAXIMUM SAFETY 
| BD YALE 


Sterile Disposable Needle 
provides greater safety through 
new design features — sharper 
points, tamper-proof packages, 


protective sheaths, sure-grasp hubs 
qo! 


cA 
a B-D y product 





BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


B-D, YALE, DISCARDIT and MULTIFIT are trademarks 30360 

















At Long Beach, Calif., Community Hospital... 


Modern, automatic American-equipped laundry means i 











You get more from 
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American 





SAVINGS IN LABOR 


— 280 hrs/week (7 fewer operators) 


SAVINGS IN SUPPLIES — 25”. 


SAVINGS IN WATER — 35 
SAVINGS IN OVERALL OPERATION 


— 2¢ per pound (40,000 lbs/wk) 


But savings are only part of the story. The 
hospital’s laundry department also enjoys 

a 100% boost in production and a 50% faster 
return of linens to service. 


This is possible because modern, automatic 
laundry equipment strikes at the heart of the 
manpower problem. Your laundry is one of the 
few departments where the work can be done 
by machines instead of people. That’s why 
an investment in modern equipment brings 
immediate and sizable returns. 


Find out today why your laundry is one 
area where your dollars buy more. Call your 
nearby American representative, or write, for 
complete information on American’s up-to-date, 
automatic laundry equipment. 


A. Just press a button and these big-volume CASCADE® 
Unloading Washers in Long Beach Community Hospital 
laundry are unloaded effortlessly. Automatic washing controls 
regulate the entire washing cycle to save operator's time, 
increase production and assure uniform high-quality washing. 


B. Hoist loaded and unloaded NOTRUX® Extractor 
eliminates manual handling of heavy, wet work and speeds 
up production flow to finishing departments. 


Cc. Continuous conditioning of flatwork with ROTAIRE® 
Tumbler does away with manual shake-out of pieces for 
ironing, saves labor and increases ironer production. Flatwork 
conveyors and mechanical spreaders deliver conditioned 
pieces directly to ironer for fast, easy feeding at highest 
ironing speeds. 


D. Automatic folding of flatwork directly from SUPER- 
SYLON® Ironer by TRUMATIC® Folder reduces ironing crew, 
makes operators and ironers much more productive. 





American Laundry Machinery Industries 
Cincinnati 12, Ohio 











Busy ROLLPRUFS* Come to You with up to 30 Autoclavings Built In 


Rollprufs deliver the real economy of more uses. 
You get it because the higher tensile strength of 
Rollpruf latex minimizes cuts and snags... every 
Rollpruf is individually inspected; no spot- 


checking nae Rollpruf reinforced cuffs resist tear- THE PIONEER RUBBER COMPANY 


ing. This is real economy. 349 TIFFIN ROAD - WILLARD, OHIO 
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The New Look in Patient Room | Furniture 


with New Sense-making Convenience Features 


“Now that makes sense!” 

We think that’s what you'll say when you see this new 
line of patient room furniture by Borg-Warner. Because 
it’s designed for real convenience—both yours and the 
patient’s. 

A bedside cabinet, for instance, with swing-out drawer 
that puts personal items within easy reach; and with 
deep, roomy slide-out compartment for top access to 
bedpan, wash basin, pitcher and other patient-care 
needs. Matching “‘dresserobe” has drop-front bedding 
bin, huge mirror, cork pin-up panel, and rear wardrobe 
space. And there’s a bedside table with unique hand- 
wheel height adjustment, one-piece table top (no dirt- 


On display at the AHA Convention— Booth 345 


catching cracks!), and specially designed base for 
greater stability and easier maneuverability. 

All-welded steel construction with easy-care, mar- 
resistant plastic laminate tops and fronts in a choice of 
rich wood grain or solid finishes. And all units are 
design- and color-coordinated with the increasingly 
popular Borg-Warner motorized bed. 

Make sense? You bet! See it soon? 


INGERSOLL 


Ingersoll PRODUCTS 


DIVISION OF BORG-WARNER 


1000 W. 120th Street, Chicago 43, Illinois 
PRODUCTS 


BORG-WARNER 





Lederle-—a leader in pioneering and producing immunologic/diagnostic agents 
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The right answer is routine 


Lederle antigens, serums and extracts are produced with 
the care and rigid quality controls that assure maximum 
reliability where it counts...in diagnostic test results. 
VIRAL AND RICKETTSIAL ANTIGENS 

—Specific antigens available for use in the complement- 
fixation test as an aid in diagnosis of viral and rickett- 
sial infections. 





Equine Encephalomyelitis (Eastern) 

Equine Encephalomyelitis (Western) 
Influenza Virus (Type A-FM-1 Strain) 
Influenza Virus (Type A-PR8 Strain) 

Influenza Virus (Type B-Lee Strain) 
Lymphocytic Choriomeningitis (Soluble Type) 
Mumps (Viral Type) 

Psittacosis (Soluble Type) 

Q Fever (American Strain—Nine Mile) 
Rickettsialpox (Soluble Type) 

Rocky Mountain Spotted Fever (Soluble Type) 
St. Louis Encephalitis 

“DIAGNOSTIC AGENTS for Clinical and Laboratory Use,” 

a 64-page booklet describing Lederle diagnostic products 

in detail, with step-by-step explanation of techniques, is 
available on request. For further information, contact the 


Lederle Representative through your hospital pharmacy, or 
write Medical Advisory Department, Lederle Laboratories. . 


i 
é 
/ 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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ghiniens and ideas 


Medication dispensing rack 
saves nurses’ time 


A “lazy susan” medication dis- 
pensing rack assembles the most 
needed drugs in every nursing unit 
at the Pekin (Ill.) Memorial Hos- 
pital. 

This time-saving innovation was 
introduced as a result of the activi- 
ties of the methods committee at 
this hospital. Providing certain 





MEDICATION DISPENSING RACK provides a 
convenient storage space for certain drugs at 
each nursing station at the Pekin (III.) Memo- 
rial Hospital. 


drugs at each nursing station— 
the “partial decentralization” of 
pharmaceuticals—was based on the 
principle that the nurse should be 
kept at her nursing station and 
that her time should be saved by 
bringing needed supplies and 
equipment to her. The new medi- 
cation rack stores the most used 
drugs in a convenient eye-level 
arrangement. In addition to being 
more convenient, this rack is less 
expensive than other types of cab- 
inets that might be used. Ld 


Mobile unit for 
medical photography 


To permit medical photography 
in any place in the hospital, a mo- 
bile unit for medical photography 
was designed and constructed at 
St. Mary’s Hospital, Cincinnati, 
Ohio. 

Equipment needed for medical 
photography is contained in a 
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heavy duty utility cart of stainless 
steel. This cart is fitted with com- 
partments with stainless steel 
doors, and carries photographic 
equipment such as an enlarger 
stand, lights, cord, switches and 
plates suitable either for black and 


MOBILE UNIT permits photographing medi- 
cal specimens in any section of St. Mary's 
Hospital, Cincinnati, Ohio. 





























THE COLSON 
“FREEHAND” 
MODEL 4B102 


)a-1-1-7-Va-me) al 


There can be no compromise with quality when a | 
n balance. That's why Colson is so proud to offer tw 
avons oy-) 0) a-m care) aolaeh lel cm aglcme) ob elaat- im elgelccren drole 

The Colson ‘‘Freehand" and ‘‘General” 

aavant | - 

of operatior 

Ofe) k-10) vitt ver 75 ye rs of experience in prov Thare) 
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THE COLSON CORPORATION 7 S. Dearborn St. - Chicago; Ii! 


Plants: Jonesboro, Arkansas; Somerville, Massachusetts; Elyria,Ohio; Toronto,Can 








equipping a new building? 


LET 
WILL ROSS, INC. 
HELP YOU, TOO 





... it’s part of a complete 
planning service! 





PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 


Whether you’re equipping a new wing or a 
complete hospital, it pays to talk to a 
planning representative from Will Ross, Inc. 
He’s a hospital specialist who keeps abreast 
of latest technical advances and can 
recommend the newest and finest equipment 
to match your needs — on a cost-saving 
purchase agreement ! 

And when it comes to interior decoration, 
comprehensive color plans and furnishings, 
your Will Ross man is just as helpful. And 
just as dedicated to the successful and 
economical completion of your project. 

It’s all part of a complete planning service 
that saves your valuable time, simplifies 
ordering and assures modern, functional 
interiors. Your only charge is for 
equipment and furnishings ! 

When you build or remodel, hand your 
worries and detail work to Will Ross, Inc. 
Write today for the full story — no obligation. 


WILL 
ROSS, 
INC. 


General Offices: Milwaukee 12, Wis. 
Atlanta, Ga. @ Baltimore, Md. 
Cincinnati, Ohio © Cohoes, N. Y. 
Dallas, Texas ® Minneapolis, Minn. 
Ozark, Ala. ¢ Seattle, Wash. 


Sor rteseseeesseese 


ANOTHER WILL ROSS, INC., CONTRACT INSTALLATION 
(color consultation and equipment furnishing) 


New addition to St. Mary’s General Hospital, 
Lewiston, Maine 


Mother House: The Sisters of Charity of the Hotel-Dieu 
of St. Hyacinthe, P.Q. 


Administrator: Sister St. Benjamin, R.N. 
Architect: Leo P. Provost, A.1.A., Manchester, N.H. 
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white or color photography. 

This equipment saves time for- 
merly used in transporting speci- 
mens to the medical photography 
department. For instance, it might 
be taken to the autopsy room so 
that photographs might be made 
there of interesting specimens re- 
moved during an autopsy. Or it 
might be taken to the surgical pa- 
vilion to photograph specimens ob- 
tained during an operation. In ad- 
dition, the unit is so arranged that 
copy work may be easily and effi- 
ciently performed. 

This mobile unit was: designed 
by Sister M. Elizabeth, administra- 
tor of the hospital, and constructed 
by the maintenance department. 
At the convention of the Ohio Hos- 
pital Association where it was ex- 
hibited, it was chosen for a merit 
award for outstanding achieve- 
ment in the field of hospital plant 
and maintenance. . 


Emergency equipment at 
each nursing station 


When an emergency occurs in 
the hospital, is the necessary equip- 
ment readily available for imme- 
diate action? Time-saving proce- 
dures for emergencies may save 
lives, 

For this reason, an emergency 
tray containing drug stimulants 
and certain necessary instruments 
has been developed for use at the 
Vassar Brothers Hospital, Pough- 
keepsie, N.Y., by Thomas E. Fur- 
long, assistant administrator for 
nursing. 

Each nursing station in the hos- 
pital has one of these emergency 
trays in a convenient cabinet which 
is unlocked at all times. The chrome 
tray measures 10 by 14 inches. The 
equipment is arranged in a cer- 
tain order and attached to the tray 
by masking tape which keeps it 
in place, yet permits easy removal. 
In addition to drug stimulants 
needed in various types of emer- 
gencies, the tray contains needles 
for making injections, syringes, an 
airway and resuscitube, disposable 
scalpel, 50 per cent glucose solu- 
tion and tourniquet. After the 
tray has been used for an emer- 
gency, any items which have been 
used are replaced, and the tray is 
checked to be sure that the equip- 
ment is complete and in good or- 
der. = 
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EMERGENCY TRAY keeps 
drug stimulants, certain in- 
struments and equipment 
readily at hand at each 
nursing station at the Vassar 
Brothers Hospital, Pough- 
keepsie, N.Y. 











SIX SIZeS 
meme 0 en 
a thousand and one uses 


The wile range of sizes of ‘VASELINE’ STERILE PETROLATUM GAUZE 
U.S.P. gives it a thousand and one uses in the hospital and the office treatment 
room. As a pressure dressing in surgery... an occlusive dressing in burns. 
an emollient dressing on dry and nonacute skin lesions . .. a packing in nose, eye, 
and ear procedures... here is a dressing convenient to use and of guaranteed, 
sealed-in sterility. 

Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes « 1/2” x 72” selvage- edged packing 

in ae pees foil envelopes ¢ 1” x 36” strip .. .3” x 3” pad, opening to 3° x 9” strip . 

i retin co vel strip ...6” x 36” tile 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division | ° ¢ Chesebrough- Pond’s Inc., New York 17, N. Y. 


ta 0 regitverea trademark of Chesedrough-Pond’s 











5 REASONS SURGEONS 
SPECIFY SURGIDERM GLOVES 


. Tissue Thin, a unique Anode process forms a single layer from pure liquid 
latex. No heavy spots at finger tips; uniform gauge throughout. 
. Stronger, no multiple layers or weak spots between fingers. Tests show 36% 
more strength than rubber cement gloves, 67% stronger after 10 sterilizations. 
. More Flexible, less tiring. As much as 50% softer than regular gloves, 25% 
less energy needed to flex fingers. Store safely for months without deterioration. 
. Perfect Fit, with comfortable forearm, long wrists, full back, tapered fingers. 
. Dipped Color Band eliminates niches where staph germs gather. Easy to see, 
even when folded back. Color code can’t come off under autoclave heat. 


B.EGoodrich 





hospital and surgical supplies 


Write Hospitaland Surgical 
Supplies Department, The 
B.F. Goodrich Company, 
Akron 18, Ohio. 
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OPAKE SPONGES highly X-ray detectable 
element is spread throughout sponge. Non- 
traumatic to tissue. Bulk or pre-counted in 
10’s, 3" x 3” to 8” x 4”. 





ADHESIVE provides minimum skin irritation, 
minimum creep, no impurities. Firm fabric 
for wrinkle-free application, effective support. 
Completely usable from end to end. 10 
yards %” to 4”. 


sungital dressings 





have proved best by test 


LAPAROTOMY TAPE PADS X-ray detectable, per- 
manently bonded tape to attach to ring or 
hemostat. Quilted to hold shape, withstand 
repeated laundering. 12” x 12” or 18” x 18” 
square—18" x 4” or 36” x 8” oblong. 


Marto 


From raw cotton to finished product, 
all processing and packaging is done 
in our own plants, under rigid quality 
controls. In addition, a continuing re- 
search program is conducted to provide 
ever better dressings and ways of using 
them. For example, that’s why sponges 
are softer and whiter, folds exact, and 
absorbency higher. Test Marco dress- 
ings in your own lab and compare. 


COTTON BALLS soft and firm, made of long- 
staple white absorbent cotton. Useful for 
perineal care, for prepping, as wipes and 
swabs (not sterilized). Five sizes—5" to 2”. 


READY-CUT BANDAGE ROLLS sealed edges pre- 
vent thread ravelling. Flip-up flap on wrap- 
per permits one-hand removal, controls un- 
rolling—selfsealing to keep bandage clean. 10 
yards long—all widths. 


Stick SPONGE all gauze, 44 x 36” mesh, ball 
shaped, in small, medium, large, machine 
made for complete uniformity in size. X-ray 
detectable element visible thru a full inch. 
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DIVISION OF HERMITAGE COTTON MILLS « “SERVING HOSPITALS EXCLUSIVELY” 








FOURTEENTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


As a result of the curiosity of the Central German 

Bank about currency as a potential disease spreader, 
the following headline appeared in the July 25th issue of 
Medical Tribune, “Germ Count Shows U.S. Dollar Health- 
iest Money ”: It seems U.S. currency has fewer germs per 
bill than any other: U.S., 73; Nationalist China, 230; 
Spain, 210; Morocco, 163, etc. | wonder what the count 
is on the much talked about “Hospital Dollar”? 


H* “dirty” do you think your money really is? 


A widely renewed interest in TB seems to be indicated 
by the stepped up California Public Health program to 
eradicate TB—as well as by the reported research on vac- 
cines, more effective drugs and ways to improve case- 
finding. Even with deaths reduced in recent years, 
tuberculosis is still the No. 15 killer—topping polio, menin- 
gitis and influenza combined. But it’s the thousands of 
undetected cases that can create a big problem for your 
hospital. They may be visitors, patients, or personnel. 
That's why we are always emphasizing the fact that all 
Lehn & Fink disinfectants—Amphyl® , Lysol® and O-syl® 
disinfectants, Tergisyl® detergent-disinfectant and 
Amphyl® Spray disinfectant-deodorant — are tuberculo- 
cidal as a part of their total spectrum microbicidal action. 
Would you like specific information for disinfection around 
known TB patients? If so, just let us know. 


And now another judgment against the hospital in a 
staph infection suit! A logger in the Northwest claimed 
permanent disability from staph infection when hospital- 
ized for a hip injury. Damages claimed were $100,000. 
Jury awarded patient $67,839. (Hospitals, J.A.H.A., July 
16, 1961) 


“But our hospital is different” is a comment we fre- 
quently hear when discussing infection control with some 
of our hospital friends. If you have thought or said this, 
you have some pretty good backing in Dr. Carl W. Walter, 
Surgeon, Peter Bent Brigham Hospital, Boston, and Asso- 
ciate Clinical Professor of Surgery at Harvard Medical 
School. 

As moderator of a symposium on “The Hazards of Sur- 
gical Infection” held in June in.New York before a session 
of the International College of Angiology, Dr. Walter made 
the point that it is well to remember that “each hospital is 
epidemiologically unique” so that “there is no uniform 
answer to this problem” (infection control). The complete 
report covering the necessity for doing everything possible 
to achieve and maintain a hygienic atmosphere in every 
hospital will be published later in the year. In the mean- 
time, why not write us for a copy of the article by Dr. 
Walter and Dr. Ruth B. Kundsin, “In-Use Testing of Bac- 
tericidal Agents in Hospitals’, from Applied Microbiology, 
March 1961. We'll be glad to send it. 


If you’re still in doubt about the importance of properly 
disinfected blankets in reducing contamination from air- 
borne organisms, you'll want to read the report on con- 
trolled tests made in a 44-bed surgical ward of a large U.S. 
Naval Hospital over a 12-week period. Cultures from the 
treated blankets and air samples from the test ward and 
two control wards show a “marked reduction in organisms” 
and re-confirm the residual antibacterial properties of 
orthophenylphenol. (Control of Microorganisms on Blan- 
kets, Hospital Management, August, 1961, page 44) 


The article we just mentioned outlines a simple, easy- 
to-follow method of treating blankets routinely with ortho- 
phenylphenol (L&F O-syl®). However, we have a 
convenient 3”x 9” instruction card on Blanket Disinfection 
which we will be glad to send on request, along with com- 
plete data on O-syl’s wide microbicidal effects—staphylo- 
cidal, pseudomonacidal, fungicidal and tuberculocidal. If 
you would like multiple copies of the card and brochure 
for teaching purposes, just ask. 


A review of five years of bacteriologic and clinical expe- 
rience with pseudomonal infection in 1,091 patients at the 
University of Virginia Hospital reveals that almost one- 
third occurred in the last year, 1960. Positive cultures were 
from the following sources: sputum and tracheobronchial 
material, 471 patients; ear, nose, throat cultures and infec- 
tions, 261; bacilluria, 152; colonized wounds, 74; estab- 
lished surgical infections, pure culture of pseudomonas, 
23; polymicrobial infections, 110. Six of the 23 patients 
with pure cultures died. Dr. William R. Sandusky reports 
the details of these fatal postoperative infections in the 
June, 1961, issue of Annals of Surgery, page 996. 


Since Pseudomonas are so widely distributed in nature 
and can attack the patient through the skin, urinary tract, 
alimentary canal, upper respiratory passages and external 
wounds—meticulous aseptic housekeeping techniques are 
almost a must for their control. Have you written for our 
complete kit on controlling spread of infection in every 
area of the hospital? It’s called “Contamination Control 
That Works...in your hospital’. In addition to specific 
procedures for use of Amphyl®, Lysol® and O-syl® disin- 
fectants, Tergisyl® detergent-disinfectant, and Amphyl® 
Spray disinfectant-deodorant, the indexed file kit contains 
reprints of reports on proven successful control programs 
and teaching materials for your use. Please write for your 
kit or, if you prefer, ask us to send one for each of the 
members of your Infection Control Committee or your 
own department. 


With every effort being made by everyone in the hospital 
to keep the total bacterial population of the environment 
at an absolute minimum, it sometimes becomes a difficult 
job for those responsible for planning and purchasing to 
anticipate disinfection supplies adequately. Perhaps Lehn 
& Fink’s experience over a long period of years would help 
you. Our distributors in your area are glad to sit down with 
the Purchasing Agent and suggest a plan for scheduled 
futures deliveries tailored to your requirements. This offers 
you the best opportunity to take advantage of both quantity 
and volume prices. 

Whether it is for procedures information on contamina- 
tion control or budgeting and buying plans, please let me 
hear from you. 


fpetblthn. 


Robert E. Dickens 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 














—the Canadian experiment 


Digewm HAS had an operational 
program of nation-wide pre- 
paid hospital care under govern- 
ment auspices since Jan. 1, 1961, 
when Quebec, the last province to 
do so, signed an agreement with 
the federal government. The leg- 
islative basis for this program is 
the Hospital Insurance and Diag- 
nostic Services Act, which became 
effective July 1, 1958, and which is 
commonly known as Bill 320. This 
issue of HOSPITALS, J.A.H.A., is de- 
voted to this program. 

To present a fair and compre- 
hensive picture of this multifaceted 
program, which covers approxi- 
mately 18 million people and in 
which nearly 900 general hospitals 
participate, five distinguished Ca- 
nadians were invited to prepare 
papers describing significant as- 
pécts of the development and op- 
eration of the program. 

These papers describe the his- 
torical forces that produced and 
shaped the present program; the 
similarities and differences of the 
10 provincial plans; a hospital ad- 
ministrator’s role within the frame- 
work of the oldest provincial plan; 
a hospital trustee’s reaction to the 
workings and effects of a plan, and 
the views and functions of a pro- 
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vincial hospital commissioner. 

Since these authors had been 
asked to direct their attention to 
specific areas of the program, they 
could not cover all aspects in their 
papers. Therefore, an editor of the 
Journal, after extensive traveling 
and many interviews, has prepared 
a report designed to provide infor- 
mation on other aspects of the to- 
tal program, thus complementing 
the other articles in this issue. 

The report discusses the pro- 
gram’s effects on utilization of hos- 
pital facilities and services; new 
construction and regional plan- 
ning; hospital-physician relation- 
ships; operation of religious hospi- 
tals; auxiliaries and community 
support of hospital activities; labor 
relations and personnel policies, 
and other areas of interest to hos- 
pital administrative personnel in 
the United States. 

The report is based on interviews 
with many persons who are active 
and influential in the Canadian 
health field, some of whom helped 
to formulate provincial legislation 
authorizing prepaid hospital care 
and some of whom have had ex- 
perience under two or more pro- 
vincial plans. 

To provide a rounded-out and 
filled-in picture of the total na- 
tional program, a carefully formu- 


lated set of questions was used as 
the point of departure during each 
interview. This technique also 
heightened the reliability of the 
responses. 

The five papers and the report 
provide a meaningful description 
of the Canadian program of pre- 
paid hospital care. 

The Canadian experiment, for 
such it is, also is a significant text- 
book for all persons concerned 
with the future of hospital care in 
the United States. It would be a 
mistake to assume that the Cana- 
dian program is simply a later 
edition of the British National 
Health Service, for it is quite dif- 
ferent. 

The Canadian program is unique 
because although federal legisla- 
tion activated the present nation- 
wide system of prepaid hospital 
care, and although the federal and 
provincial governments share the 
costs of operating the program, the 
federal act leaves administration 
of the plans at the provincial level 
and the provincial statutes reserve 
ownership and control at the local 
level as heretofore. 

The Canadian program is testing, 
however, whether government 
payment of hospital costs and au- 
tonomy of voluntary hospitals can 
long endure together. 
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Cc 


historical 
stream 


by MALCOLM G. TAYLOR, Ph.D. 
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ype THE beginning of 1961, 
every resident of Canada has 
been entitled to necessary hospital 
care, at the standard ward level,* 
without charge, for as long as it 
may be required, in the hospital of 
his (and his physician’s) choice.** 


*With the option, of course, of occupy- 
ing semiprivate or private rooms, at an 
additional charge. 


**There are two minor exceptions: (a) 
in two provinces, a small number of self- 
employed persons have taken advantage 
of local option to remain out of the plan 
and (b) in two provinces, a small co- 
insurance payment is charged for each 
patient-day. 
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PREPAID HOSPITAL CARE 





The nationwide prepaid hospital 
care program in Canada was not a 
precipitate decision, according to the 
author, but was the result of a long- 
term development. The hospital pro- 
gram developed, he points out, from 
two main streams: (1) formation over 
the years of voluntary and commercial 
prepayment plans and (2) historical 
use of municipal government organi- 
zation as the financial and administra- 
tive base for previous hospital pro- 
grams. 





In the terminology of the legisla- 
tion, every Canadian resident is an 
“insured person”. 

At the beginning of 1957, fewer 
than half the Canadian people had 
any insurance protection against 
hospital costs. Within four years 
of the passage of national legisla- 
tion, the program was in operation 
in all 10 provinces. 

In view of the great similarities 
between the United States and 
Canada in social and political out- 
look, in government, in hospital 
systems and even in similar ex- 
perience with Blue Cross and com- 
mercial insurance methods of pre- 
payment, how has a “revolution” 
of such magnitude come about in 
Canada in so short a time, and 
what has been the consequence of 
this dramatic extension of govern- 
ment action? 

Like the United States, Canada 
has a federal constitution in which 
health matters are construed as 
functions of the 10 provincial gov- 
ernments. But, as in the United 
States, under its spending powers 
the national government is able to 
enter fields of provincial jurisdic- 
tion through the well known de- 
vice of the grant-in-aid. Over the 
years, a variety of such federally 
assisted programs—notably in 
health, agriculture and vocational 
(but not general) education—has 
been evolved, sometimes requiring 
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matching provincial contributions 
and sometimes being outright 
grants with few strings attached. 


CANADIAN HOSPITAL PATTERN 


In general, Canada’s pattern of 
hospital ownership and organiza- 
tion is also very similar to that of 
the United States, with “public” 
general hospitals owned by volun- 
tary societies, religious orders, mu- 
nicipalities and (in four instances) 
provincial governments. But there 
is one difference: in Canada no 
system of government hospitals 
(municipal or provincial) has been 
established solely for indigent pa- 
tients. Such patients have been 
eared for along with paying pa- 
tients in established general hos- 
pitals. It will be seen how impor- 
tant this difference is. 

The Canadian people have faced 
the same kinds of problems as 
Americans in financing the con- 
struction and operation of their 
hospitals and in alleviating the 
economic consequences of illness 
upon individuals and families. Ca- 
nadians have also turned to the 
same kinds of solutions to these 
problems, including a_ federal- 
provincial hospital constructions 
grants program like Hill-Burton, 
and a variety of prepayment agen- 
cies—Blue Cross, commercial in- 
surance and cooperatives. 

In view of these similarities, 
then, it must have shocked Ameri- 
can observers when they learned 
that on April 12, 1957, the four- 
party House of Commons had 
unanimously passed the Hospital 
Insurance and Diagnostic Services 
Act, and thus started the nation- 
wide government-sponsored hospi- 
tal plan on its way. 

This unanimous vote was not 
only exceptional, it was, in fact, 
misleading, for it tended to obscure 
both the magnitude of the decision 


and the heat of the controversy in 
which it had been molded. 

It was indeed a decision of great 
consequence. It would enable mil- 
lions of uninsured persons to obtain 
protection they needed and wanted. 
Millions would annually receive 
benefits from its provisions and 
more millions would pay more 
taxes. Some provincial govern- 
ments would welcome the federai 
contribution, but others would be 
forced to seek new revenues and 
take on new administrative re- 
sponsibilities, with neither demands 
of party philosophy nor the threat 
of opposition party rivalry to war- 
rant the effort or political risk. It 
would have implications for a 
thousand hospital boards of gov- 
ernors who would now deal pri- 
marily with one insuring agency 
rather than with scores. A half 
dozen Blue Cross plans would 
probably lose their identity as 
courageous pioneers of voluntary 
nonprofit enterprise, and a hundred 
insurance companies would face 
complex contract revisions. Not 
least, the decision would commit 
the people of Canada to the largest 
expenditure for any single govern- 
ment program other than old age 
security and defense. 

But it was not only a major 
decision; it was also controversial. 
During the 16 months that elapsed 
between the announcement of the 
details of the proposal in January 
1956 and the passage of the act in 
April 1957, political leaders, pro- 
vincial governments, hospital asso- 
ciations, the insurance industry, 
the medical associations, the labor 
unions and every newspaper editor 
in Canada had defended, praised, 
criticized, or denounced some or 
all of it: it was too much, it was 
too little; it was too soon, it was 
overdue; it drained the federal 
treasury, it did not offer enough 
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to the provinces; it was the road 
to socialism, it was the beginning 
of a new day; it would not repre- 
sent any additional expenditure, it 
would bankrupt the nation; it 
would jam the hospitals, it was 
the only way to get more hospital 
beds. A review of the newspaper 
columns shows the confusion of 
tongues at the time: “it implies 
compulsion”’—“‘it’s not universal”’; 
“ill-advised” —“‘the fairest reme- 
dy”; “road to chaos”—‘‘many ad- 
vantages”; “too much haste’”—‘do 
it now”; “remove the roadblock” 
—‘supplement, don’t supplant!”’; 
“vear’s biggest bargain”—“it won’t 
be for free”; “election bribery”— 
“a necessary solution’; “costs no 
more’—‘“the deceptive bargain’; 
“a welfare state’—‘where’s the 
end?”—“‘let’s think this over.” 


TWO MAIN STREAMS 
How had the decision come 
about? 

In the evolution of hospital pre- 
payment in Canada, there are two 
main streams: the one based on 
voluntary action and culminating 
in the Blue Cross plans and com- 
mercial insurance which by 1958 
had insured seven million Canadi- 
ans; the other based on municipal 
and (later) on provincial govern- 
ment services. Both streams led to 
the national government grant-in- 
aid program of 1957. 

As in the United States, the 
voluntary approaches to the prob- 
lem in Canada took a variety of 
forms, including check-off systems 
in mining and lumbering towns, 
and the sale of “hospital tickets” 
by individual hospitals (as early 
as 1889), until by 1934 at least 27 
hospital-based prepayment plans 
were operating in six provinces. 
The plight of the hospitals during 
the depression led to a study of 
the Blue Cross movement in the 
United States and in 1938 the first 
such plan was organized in Mani- 
toba, enrollment beginning in 1939. 
By 1948, Blue Cross plans were 
operating in all but one province. 

Considering the modest begin- 
nings of voluntary hospital insur- 
ance in Canada, the Blue Cross 
movement was most successful. But 
even when supplemented by the 
aggressive merchandising of com- 
mercial insurance, only the highly 
industrialized province of Ontario 
could bring the advantages of pre- 
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payment to as many as two-thirds 
of its citizens. Thus both the suc- 
cess of voluntary insurance in 
proving the worth of prepayment 
and its failure to bring its advan- 
tages to all contributed to the pres- 
ent federal-provincial program. 


THE SECOND STREAM 


The second stream of develop- 
ment in Canada was the action 
taken by groups of people, chiefly 
in the western provinces, in using 
their municipal government or- 
ganization as the financial and 
administrative base for hospital 
programs. The sparse settlement in 
the plains area of Manitoba, Sas- 
katchewan and Alberta and the 
absence of wealthy philanthropists 
to spark hospital construction or 
meet hospital operating deficits 
dictated action through the estab- 
lished agencies of local govern- 
ment. It was pointed out earlier 
that indigent patients in Canada 
have always been treated in estab- 
lished general hospitals whether 
voluntary or municipal. Two major 
consequences followed from this. 
First, all hospitals have long been 
accustomed to receiving provincial 
government aid, as well as munici- 
pal funds (invariably less than re- 
quired), in caring for these pa- 
tients. In fact, banding together to 
negotiate with provincial treasurers 
served as an important rallying 
point in the establishment of hos- 
pital associations in several of the 
provinces. Conversely, it also meant 
that provincial governments early 
became involved in financial aid 
to hospitals and therefore (albeit 
unwillingly) not unconcerned with 
their general financing. The sec- 
ond result was that municipalities 
found that from the responsibility 
of levying taxes to build facilities 
and carrying out the Elizabethan 
concept of responsibility for “the 
sick poor’, it was a relatively easy 
and logical step to increase the tax 
levy and pay the hospital bills for 
all resident property owners. 

As early as the end of World 
War I, special municipal hospital 
districts were operating such pre- 
payment programs in both Alberta 
and Saskatchewan.+ By 1946, at 
least 100 such municipal plans 

#C. Rufus Rorem, Ph.D., wrote on the 
parallel “Municipal Doctor Plan in_ Sas- 


katchewan” for the 1932 Report of the 
Commission on the Costs of Medical Care. 


were in operation in Saskatchewan 
alone; in Alberta, the municipal 
hospital system had become so ac- 
cepted that in 1949 when the gov- 
ernment established its province- 
wide program, it was organized as 
a system of grants-in-aid to mu- 
nicipal plans. Since Saskatchewan 
introduced the first and Alberta 
the third provincial plan, there 
appears a direct, causal relation- 
ship between the early municipal 
plans and the extension of provin- 
cial programs in all provinces. 


EARLY EFFORTS 


But it is a long distance from 
municipal plans to a nation-wide 
program, and it took more than 40 
years for the way to be traversed. 
Although the introduction of the 
British Health Insurance Act of 
1911 introduced wide discussion of 
the subject in Canada, it was not 
until 1919 that the proposal began 
gathering some force and direction 
here, In that year, the government 
of British Columbia appointed the 
Royal Commission on Health Insur- 
ance and, perhaps of even greater 
importance, the new leader of the 
Liberal party, William Lyon Mac- 
Kenzie King, introduced a proposal 
for health insurance into the party’s 
platform. During the 1920’s and 
1930’s, the western provinces ap- 
pointed other royal commissions 
and legislative inquiries, and by 
1937 each of them had health in- 
surance statutes on their books, 
although none of them had been 
put in force. In 1935 the Conserva- 
tive Prime Minister, the Hon. R. B. 
Bennett, had secured the passage 
of broad social security legislation 
which included a rather obscure 
provision for financing health serv- 
ices by the national government. 
But this legislation was declared 
unconstitutional by the Supreme 
Court in 1937. 


LATER EFFORTS 


It was in the soul-searching 
period of World War II that senti- 
ment began to crystallize for na- 
tional action on a comprehensive 
social security program, of which 
health insurance would be an es- 
sential part. Public hearings, con- 
ducted by a House of Commons 
Select Committee on Social Secu- 
rity, combined with the publicity 
given to the Beveridge Report in 
Great Britain and the appearance 
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before the committee of Lord Bev- 
eridge himself, resulted in the 
proposal by the federal govern- 
ment in 1945 of a national plan 
of comprehensive health insurance. 
The program was to include medi- 
cal, hospital, pharmaceutical, den- 
tal and nursing benefits as well as 
a federal undertaking to under- 
write 60 per cent of estimated costs. 
But the social security proposals 
foundered because they were linked 
to far-reaching changes in the dis- 
tribution of tax fields which were 
wholly unacceptable to the key 
provinces. 

Once again, the western prov- 
inces took the lead. Saskatchewan, 
obviously in the expectation that 
continuing federal-provincial nego- 
tiations would bring about ulti- 
mate acceptance of the proposals, 
launched the first universal, tax- 
supported hospital services plan in 
1947. This, it will be recalled, was 
the province in which much of the 
pioneering of municipal plans had 
been done and where there was no 
Blue Cross Plan to give to resi- 
dents of the large cities the ad- 
vantages of the municipal plans in 
the towns and rural municipalities. 
On Jan. 1, 1949, British Columbia 
adopted a program similar to that 
of Saskatchewan, and a few months 
later Alberta introduced its pro- 
vincial program of subsidization of 
municipal plans. The political 
spokesmen for the governing ma- 
jority parties in these three western 
provinces and their party adherents 
in other provinces never ceased to 
press upon the national govern- 
ment the need for action. 


THE FINAL RESULT 


At the 1955 Federal-Provincial 
Conference on Fiscal Relations, the 
Premier of Ontario (Canada’s larg- 
est province) for the first time 
took the lead in demanding na- 
tional action. As a consequence of 
this combined pressure, in 1956 the 
federal government announced its 
proposal for a national hospital 
insurance plan and, as we have 
seen, in 1957 the Hospital Insur- 
ance and Diagnostic Services Act 
was passed. Four provinces imme- 
diately qualified, Ontario’s plan 
began in 1959, and after a change 
of government, Quebec’s program 
(the last) was launched on Jan. 1, 
1961. 

What does the act provide? The 
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program is a major retreat from 
the 1945 proposals for comprehen- 
sive health services, but what re- 
mains is, nevertheless, highly im- 
portant. The federal government 
undertakes to pay half the costs 
of (1) inpatient hospital care, in- 
cluding basic care and a wide range 
of so-called “extras” and (2) out- 
patient services. 

The finance formula has two 
fundamental characteristics: (1) it 
is based on actual costs as experi- 
enced by the provinces rather than 
on any arbitrary formula, and (2) 
federal funds are so distributed 
among the provinces that the fed- 
eral share is proportionately larger 
in low-cost programs than in high- 
cost programs. To this extent there 
is a “built-in” incentive for pru- 
dent use of funds. 


GENUINE HEALTH PROGRAM 


But of even more importance for 
hospital and health professions is 
the emphasis on standards, with 
requirements for the development 
of hospital consulting services in 
the provincial insuring agency. Al- 
though the costs of administration 
of the provincial plans are not 
shared; much, if not most, of the 
cost of the new hospital standards 
divisions can be obtained from 
other federal health grants. For 
these and other reasons, it is fair 
to say that if the plan is admin- 
istered in the spirit of its framing 
(and one of the reasons it seems 
to be so administered is that many 
of the administrators are Blue 
Cross trained), it is a genuine 
health program and not merely a 
fiscal arrangement for transferring 
nationally collected funds to the 
provinces. 

How may one characterize this 
monumental program? 


the authron \):nnnnn 


1. It is a grant-in-aid program 
providing national funds to assist 
provincially administered plans. 
Cooperative arrangements enable 
residents to travel or move to 
another province without loss of 
coverage, thus gaining the advan- 
tage of a national plan while re- 
taining flexibility in meeting local 
conditions. 

2. It is based on universality. 
The statute requires that the pro- 
gram shall be “universally avail- 
able” and the intent is clear that 
all should be covered. 

3. The program rejected the 
“means test’? approach. There is 
no income floor or ceiling and every 
province is also required to insure 
all persons in receipt of public 
assistance. 

4. The value of benefits (or 
length of benefit period) is not 
related to previous contributions. 
In those provinces using general 
revenues or sales tax revenues, 
there are, of course, no earmarked 
contributions; the benefit period is 
simply coterminous with the need 
for hospital care. This is an im- 
portant departure from orthodox 
social insurance principles. 

5. The program also rejected the 
subsidy-to-voluntary-plans ap- 
proach. In a number of provinces, 
the Blue Cross Plan became the 
core of the new agency; in some 
provinces, Blue Cross continues to 
provide for the costs of semiprivate 
or private accommodation. 

6. The program emphasizes the 
autonomy of hospitals. In fact, 
through the virtual removal of 
deficits, the voluntary hospital sys- 
tem has been greatly strengthened. 

It is evident from this brief re- 
view of the background of the 
health insurance movement in 

(Continued on page 120) 
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S9PROGRAM OF PREPAID HOSPITAL CARE 


The present picture 


INCE JuLy 1, 1958, Canada has 

had a federal law authoriz- 
ing a program of national hospi- 
tal insurance. In Canada, there are 
some 889 public general hospitals 
with approximately 90,000 beds. 
The ownership of these hospitals 
can be divided into four categories: 
314 lay hospitals, 261 operated by 
religious orders, 278 owned by 
municipalities or groups of munici- 
palities and 36 that are owned by 
provincial governments. It can be 
said that the great majority of 
general hospitals in Canada are of 
the voluntary type. These hospitals 
serve a population of some 18 mil- 
lion people occupying an area of 
3,560,238 square miles. Most Ca- 
nadians live in an area some 4000 
miles in length and within 200 
miles of the United States’ border. 
North of this, the country is very 
sparsely settled. 

Since the federation of Canadian 
provinces in 1867, general control 
of hospitals has rested with pro- 
vincial governments. The authority 
for the assignment of this responsi- 
bility is clearly stated in the act 
setting up the federal system of 
Canada, and two areas which were 
specifically delegated to provincial 
jurisdiction were health and edu- 
cation. These prerogatives are 
jealously guarded by the 10 pro- 
vincial governments so that without 
a major change in the constitution, 
the possibility of federal control of 
the voluntary hospital system is 
very remote indeed. What some 
hospital people in Canada consider 
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Every province in Canada, under en- 
abling federal legislation, now has a 
prepaid hospital care plan, reports 
the author, who outlines the scope, 
similarities and differences of the 10 
provincial plans. The author also de- 
scribes the benefits provided under the 
plans, the reaction of hospitals and the 
medical profession and the various 


controls built into the plans. 





a more likely possibility is an 
ever-increasing control of the vol- 
untary hospital system by their 
respective provincial governments. 

In March 1957, the federal gov- 
ernment introduced Bill 320 and 
this soon passed into law. Within 
three years of the effective date, all 
10 provinces were participating. 
Without the initiative of the fed- 
eral government and its willing- 
ness to participate financially, it 
would not have been possible to 
have had a national hospital in- 
surance program. In several prov- 
inces, for financial reasons, govern- 
ment-sponsored hospital insurance 
would have been much slower in 
arriving and there would not have 
been the uniformity of benefits 
available to the public in various 
parts of the nation. 


BENEFITS UNDER THE ACT 


The act authorizes the federal 
government to make contributions 
towards the cost of provincial pro- 
grams of hospital care under which 
insured hospital services are made 
available to all residents of the 
province “upon uniform terms and 
conditions”. The federal contribu- 


tion is one-quarter of the per 
capita cost of hospital care in the 
province plus one-quarter of the 
per capita cost of hospital care in 
Canada as a whole times the popu- 
lation in the province entitled to 
care. In other words, the federal 
contribution is roughly one-half, 
but provinces with a relatively low 
per capita cost of hospital care get 
somewhat more than one-half and 
those with an above average per 
capita cost get less than one-half. 
Since the economically poorer 
provinces have, as a rule, a low per 
capita cost of hospital care, the 
formula provides, on the whole, a 
greater measure of aid to these 
provinces. 

The act defines the cost of hospi- 
tal care in which the federal gov- 
ernment will share, as, in general, 
all net costs excluding depreciation 
on plant, interest and repayment of 
debt. The program applies only to 
general hospitals, not mental or 
tuberculosis hospitals. To obtain 
federal aid, a province must agree 
(1) to provide complete inpatient 
care in standard ward accommoda- 
tions, including x-ray and labora- 
tory services, without limit on stay; 
(2) to have arrangements to en- 
sure that adequate standards are 
maintained in hospitals, including 
supervision, licensing and inspec- 
tion, and (3) to maintain adequate 
records and accounts. 

Aside from these main stipula- 
tions, the provinces are free to 
operate and finance their programs 
as they wish. They may, if they 
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wish, provide outpatient services; 
if they do, the federal government 
will share in the cost on the same 
basis as for inpatient care. To ob- 
tain uniformity in plan develop- 
ment, however, the federal govern- 
ment requires any province which 
cares to participate to enact legis- 
lation similar to the federal bill 
and to sign an agreement of par- 
ticipation with the federal govern- 
ment. 

The federal act can be summa- 
rized in terms of three general 
principles: 

1. The bill has been designed to 
provide a basic standard of inpa- 
tient services available to everyone 
in all participating provinces and 
allows the provinces to provide 
outpatient services. 

2. The act has also been designed 
to permit a variety of provincial 
arrangements in the administra- 
tion of programs which will meet 
the special circumstance of each 
province. 

3. The bill does not in any way 
“freeze” hospital services, but per- 
mits their development to meet the 
changes and demands upon hos- 
pitals. 


SIMILARITIES OF PLANS 

Although the various provinces 
have developed their individual 
plans, they are all within the 
framework of Bill 320 and, there- 
fore, they have certain things in 
common, For example, they tend 
to cover the whole population, and 
they cover this population at 
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standard ward level. Under these 
governmental hospital insurance 
plans, each general hospital theo- 
retically receives its full operating 
costs from the paying agency. This, 
in general, is based on an approved 
rate for standard (ward) care. The 
amount of the differential that can 
be charged to semiprivate and pri- 
vate patients is fixed by the gov- 
ernment agency. Almost all of the 
plans include the submission of a 
carefully prepared annual budget 
and these budgets are very care- 
fully scrutinized. This probably 
means that the hospital will not 
get everything it asks for and it 
may lead to more government 
control over hospitals, particularly 
as to expansion, new equipment, 
extension of services and increase 
in staff. 

It is one of the most interesting 
aspects of the hospitalization plans 
of Canada that there is an emerg- 
ing pattern of provincial plans. It 
was a basic feature of the federal 
legislation that there should not 
be a single national scheme in view 
of the constitutional setup and the 
historic tradition. There should be 
a series of schemes developed and 
administered by the provinces and 
assisted financially and technically 
by the federal government. Their 
broad outlines must conform to the 
general principles laid down by 
the federal act, but their details 
are to be geared to local conditions 
and practices. This is what has 
happened. The following are some 
of these differences: 


DIFFERENCES BETWEEN PLANS 


Capital Financing on New Con- 
struction: Saskatchewan, Ontario, 
Quebec, New Brunswick and Prince 
Edward Island match the federal 
contribution on approved construc- 


tion projects; British Columbia 
pays one-half of the approved cost; 
in Alberta, the owners are required 
to obtain original capital; Nova 
Scotia contributes a grant of $3000 
per bed and the federal govern- 
ment pays grants of $2000 per bed; 
in Newfoundland, most of the beds 
are owned by the provincial gov- 
ernment through the department 
of health and the federal govern- 
ment makes a grant of $2000 per 
bed. 

Administration: Ontario, Nova 
Scotia and Prince Edward Island 
operate their plans under a hospi- 


tal services commission; Manitoba 
and Alberta under a chief responsi- 
ble to the minister of health; 
British Columbia, Saskatchewan, 
Quebec, New Brunswick and New- 
foundland as divisions of the de- 
partment of public health. 

Scope of Coverage: Under the 
terms of Bill 320, all residents in 
all provinces are covered or per- 
mitted to join the plan. 

Source of Income: In addition to 
the federal grants received by all 
provinces, money is raised in Mani- 
toba, Ontario and Prince Edward 
Island by premiums. In British 
Columbia and Nova Scotia, money 
is raised by a hospital sales tax. 
Saskatchewan imposes a premium 
and also receives a share of sales 
tax levied under the Education 
and Hospital Tax Act. In Alberta, 
Quebec, New Brunswick and New- 
foundland, no collection is made 
from the participants. 


BUDGET REVIEW 


Typically, each hospital in Octo- 
ber or November submits a budg- 
et for the year ahead. This budget 
gives an estimate of the days of 
service to be provided, a listing by 
departments of the required per- 
sonnel, the salaries to be paid 
them, other expenses and an esti- 
mate of the funds required. Com- 
parable data would be shown for 
the preceding year and an estimate 
for the current year based on the 
first six or nine months experience. 

This budget is reviewed by a 
rate board composed of senior 
members of the staff of the gov- 
ernmental unit. Ratios of person- 
nel to patient beds, and costs of 
food, drugs and medical supplies 
per patient day, are worked out. 
Comparison is made with the 
budgets of other hospitals of simi- 
lar size. If the budget require- 
ments are considered reasonable, 
the budget will be approved. If 
estimated requirements for per- 
sonnel, or proposed salary rates, 
etc., appear excessive, the budget 
may be cut. If the hospital con- 
siders the cuts unwarranted, it can 
appeal and the matter will be 
talked over. 

It is misleading to consider these 
programs merely as programs of 
hospital care insurance. They are 
not primarily fiscal programs; they 
are essentially programs for the 
provision of hospital care to the 
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Table 6—Total payments made by Canada to participating 
provinces, under the Hospital Insurance and Diag- 
nostic Services Act, by province 





Fiscal Year 


T 


Total payments 





1958-59 


from July 1, 1958 


1959-60 to March 31, 1960 





Newfeundland 
Prince Edward Island 
Nova Scetia 

New Brunswick 
Ontario 

Manitoba 


$ 2,857,886.84 
1,572,782.64 


13,140,213.12 
7,148,534.97 
8,430,441.93 
8,774,575.68 
12,784,038.88 


$ 7,565,579.78 
447,338.27 
9,735,323.42 
4,575,374.90 
85,033,046.78 
18,473,001.32 
21,808,821.36 
24,473,303.54 
33,190,130.44 


$ 4,707,692.94 
447,338.27 
8,162,540.78 
4,575 ,374.90 
71,892,833.66 
11,324,466.35 
13,378,379.43 
15,698,727.86 
20,406,091.56 





$54,708,474.06 


$150,593,445.75 $205,301,919.81 





population. The really important 
considerations are steps to improve 
the quality of care, to develop the 
necessary hospital facilities and to 
see that hospital care is provided 
as effectively and economically as 
possible. 

Effect upon the Public: These 
programs are good for the public. 
They have made hospital care 
available to all or virtually all the 
population. People now can obtain 
hospital care when needed and the 
fear and dread of high hospital 
bills has been removed from their 
lives. Formerly Blue Cross and 
other hospitalization programs cov- 
ered a certain percentage of the 
population, ranging from perhaps 
20 per cent in Newfoundland to 67 
per cent in Ontario, but these pro- 
grams did not reach those who 
were least able to pay hospitaliza- 
tion costs. Now coverage is uni- 
versal or almost so. Furthermore 
now, the coverage is complete. The 
patient gets care for as long as he 
needs it. All the former coverages 
were incomplete and partial. Peo- 
ple still had substantial bills. Now 
hospital bills for standard ward 
accommodations are nonexistent. 

Effect upon Hospitals: We hear 
much in Canada from hospital peo- 
ple as to the danger inherent in 
government hospital insurance to 
the autonomy of hospitals. It must 
be kept in mind that all autono- 
my is relevant and even before 
the advent of the government in- 
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surance program, the operation of 
hospitals in Canada, as elsewhere, 
was regulated to a degree by leg- 
islation. However, under our pres- 
ent system, the degree of control 
of hospital operations is bound to 
become intensified. At present, the 
control being exercised is mainly 
in the realm of finance and con- 
struction, but it is apparent that 
increasing control in matters of or- 
ganization, standards and quality 
of care will be forthcoming. Let 
it be clearly understood, however, 
that ownership of the hospital re- 
mains as heretofore. Boards of 
trustees are just as responsible, 
both legally and morally, for the 
operation of the hospital as previ- 
ously. 

There is a sharp division among 
hospital people themselves on the 
question of whether depreciation 
on buildings and interest on exist- 
ing capital debt should be part 
of the costs that are allowed under 
the insurance program. As men- 
tioned, these items are excluded by 
the federal government as sharable 
costs, but some provinces do reim- 
burse their hospitals for them. Hos- 
pital people who believe that these 
items should remain outside the 
program think that if they are ac- 
cepted, their inclusion, in the long 
run, will weaken the cause of local 
ownership. 

Regarding the consulting serv- 
ices which several provinces have 
established for the hospitals in 


their areas, many hospital people 
believe that a person cannot act 
as an inspector for the government 
and, at the same time, act as a 
consultant. It would be wrong for 
me to leave the impression that 
these consulting services are not 
valuable. Certainly in many cases 
these services are appreciated by 
the board and administrator of in- 
dividual hospitals, and this is par- 
ticularly so in the smaller hospital. 

I would not want to leave the 
impression that hospitals have no 
financial problems under our pres- 
ent program. In general terms this 
may be true. Perhaps it would be 
fairer to say that the bulk of the 
financing is now assured. However, 
in most provinces, for new con- 
struction or renovations, the local 
hospital still has to raise a consid- 
erable proportion of the money. 
This is also true for the payment 
of interest on existing debt and the 
repayment of existing loans in the 
majority of hospitals. On the op- 
erating side, interest on overdrafts 
or the provision of services not in- 
cluded in the budget or agreed to 
by the plan still have to be raised 
locally. 

Some boards of trustees regard 
submitting a budget for approval 
by a provincial government au- 
thority as a serious inroad into their 
autonomy. These budgets are some- 
times cut which, in effect, places 
a limitation on the board’s opera- 
tions. It should be remembered, 
however, that prior to the intro- 
duction of the present program, 
the majority of boards were lim- 
ited by the lack of funds, and it 
would be fair to state that, by and 
large, present limitations by pro- 
vincial authorities give the board, 
in the average case, more money to 
work with than was available pre- 
viously. 


THE ACID TEST 


Government hospital insurance 
in Canada has not produced utopia. 
It has solved some major problems 
for hospitals, but it has created 
some new ones. Yet, the average 
Canadian administrator, although 
he may complain about some of the 
aspects, would not wish to return 
to the days before the plan’s intro- 
duction. This, I think, is the acid 
test. 

No one can expect that the gov- 
ernment hospital insurance pro- 
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gram will solve all difficulties now 
or in the immediate future. This is 
a continuing program with an 
evolving pattern and it is too soon 
after its inception to be able to 
evaluate clearly all the results. 
Boards and administrators now 
find that they are participating in a 
“bigger league” so to speak. Cer- 
tainly, their financial affairs are 
now subject to close scrutiny by a 
provincial government department 
which has the staff and resources 
to look into these matters thor- 
oughly. In time, we can expect 
that standards of performance and 
quality of care rendered will also 
come under increasing surveil- 
lance. It is to be expected that a 
higher standard of administrative 
performance and business meth- 
ods and more standard accounting 
procedures and statistical report- 
ing will evolve. It will not, how- 
ever, come overnight. 


IMPROVED ACCOUNTING PRACTICES 


Prior to the introduction of gov- 
ernment sponsored hospital insur- 
ance, hospital accounting and re- 
porting of statistics was not too 
well advanced in Canada. I should 
point out, however, that since the 
early 1930’s, the Canadian Hospi- 
tal Association (CHA) has had a 
standing committee on accounting 
and statistics made up of hospital 
and governmental representatives. 
The work of this committee culmi- 
nated in 1951 with the production 
of the Canadian Hospital Account- 
ing Manual which was pub- 
lished in English and French. 
Through many institutes, jointly 
sponsored by hospital associations 
and government departments, there 
has been marked improvement in 
accounting methods in Canadian 
hospitals since the publication of 
this manual. With the introduction 
of Bill 320, the second edition of 
the manual became necessary and 
this was published by the CHA in 
February 1960: 

Payment to hospitals on a per 
diem basis, based on a rate arising 
from an approved operating budg- 
et, is a major area of control of 
hospital operation. By and large, 
the government people responsible 
today for fixing this rate are peo- 
ple with former hospital experi- 
ence, who have knowledge of what 
is involved in the provision of good 
hospital care. 
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Hospital trustees and members 
of the women’s auxiliaries repre- 
sent the basic voluntary part of 
our hospital system. They are 
usually outstanding citizens of the 
local community; they serve their 
hospitals without remuneration and 
provide the best guarantee that 
hospitals will remain community 
owned and operated institutions. 
No government agency can buy 
this type of service. We believe 
that the need for strong boards and 
active women’s auxiliaries is even 
greater now than before the intro- 
duction of government hospital in- 
surance. 

The strengthening of the hospi- 
tal associations concurrently with 
the introduction of government 
hospital insurance has been quite 
marked. Their growth in stature 
has increased the activities being 
undertaken for their member hos- 
pitals at a very rapid rate. Hospi- 
tal leaders in Canada recognize 
that we are going through a crucial 
period. It may well be that we are 
now setting a pattern for Canada 
for the next 20 or 30 years. The 
only way that the voice of the hos- 
pitals can effectively be heard is 
through their provincial hospital 
associations making representa- 
tions to their respective provincial 


governments and their national as- 
sociation at federal level. 

Hospital associations have to im- 
press on their member hospitals 
the fact that there is a big job of 
management to be done at the local 
level because, in the long run, the 
degree of control, financial and 
otherwise, will be proportional to 
the effectiveness with which the 
local board administers its own af- 
fairs. If local boards do not make 
the very best attempt to give lead- 
ership, then it will follow that gov- 
ernment authorities will increas- 
ingly assume control. As far as 
we can discern, provincial depart- 
ments of health or commissions in 
Canada not only want local par- 
ticipation, but also recommend it 
to the fullest extent. No central 
authority is in as good a position 
to do the full job as is the local 
group. However, we can detect a 
tendency, which is too prevalent 
at the moment, for both boards and 
administrators to dump into the 
lap of government agencies prob- 
lems which can, and should, be 
solved at the local level. 

Government hospital insurance 
is something the great majority of 
Canadians want. To carry out the 
will of the majority a tripartite 
arrangement involving federal, 


Table 2—Number of insured persons on March 31, 1960 by 
province as reported for purposes of advance pay- 


ments 





Number of 
insured persons 
March 31, 1960 


Province 


Advance estimate 
of net population 
June 1, 1960 


Percentage of 
persons insured 





456,000 
87,787 


Newfoundland 
Prince Edward Island 
Nova Scotia 703,000 
New Brunswick 507,361 
Quebec NIL 
Ontario 5,588,024 
Manitoba 882,365 
885,765 
1,274,000 
1,600,000 
NIL 
NIL 


Alberta 


100.0% 
85.2% 
100.0% 
85.7% 
0.0% 
92.2% 
99.4% 
97.6% 
100.0% 
100.0% 
0.0% 
0.0% 


456,000 
103,000 
703,000 
592,000 
5,108,000 
6,063,000 
888,000 
908,000 
1,274,000 
1,600,000 
13,000 
20,000 





11,984,302 


67.6% 


17,728,000 











provincial and local community 
resources has been made. Many 
hospital people in Canada believe 
that the best possible hospital care 
for our citizens can only be ob- 
tained if it remains a tripartite 
responsibility. They believe, too, 
that in the long run it will remain 
so only if our local hospital boards 
are convinced that they are in fact 
trustees of their hospitals, and act 
accordingly. 


A GREAT DANGER 


One of the greatest dangers to 
effective operation at the adminis- 
trative level in the individual hos- 
pital is a growing tendency on the 
part of governmental insurance 
agencies to compare hospitals on a 
statistical basis. Many satisfactory 
yardsticks for such comparison do 
not exist and, if they do, at this 
stage of our evolution in hospital 
management, they have to be used 
judiciously. Those statistical yard- 
sticks at present in use in Canada 
for the most part originated in the 
United States, and now that we 
have a national hospital insurance 
program in Canada, it is under- 
standable that technical advisers to 
the federal government are anxious 
to develop ratios that reflect Cana- 
dian performance. In this connec- 
tion, the Department of National 
Health and Welfare (the federal 
government department charged 
with the sadministration of Bill 
320) has recently set up a commit- 
tee to develop a guide covering the 
complete range of hospital activity, 
including standards for construc- 
tion, equipment, organization and 
administrative services, staffing 
patterns, procedures, medical rec- 
ords and standards of performance. 

As long as such a guide, when it 
is developed, is used merely as a 
guide to assist management at the 
local hospital level, this can be a 
very important step forward. The 
inherent danger here, however, is 
that such a guide will become, 
in fact, an authoritative standard 
which provincial government agen- 
cies will expect individual hospi- 
tals to adhere to rigidly without 
due aliowance for local differences. 

Generally speaking, the medical 
profession accepts and approves 
these programs and considers they 
are beneficial to all concerned. The 
programs are of assistance to the 
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medical profession because they 
enable physicians to hospitalize 
their patients and to order x-rays, 
laboratory examinations and drugs 
without having to consider whether 
the patient can afford the costs. 
The programs are helpful to the 
profession too because with the 
hospital bill eliminated the physi- 
cian is more likely to be able to 
collect his fee. 

The Canadian Medical Associa- 
tion did not oppose, but in fact 
favored the passage of Bill 320, 
and in no province did the profes- 
sion oppose the establishment of 
the program. 

It is of interest that Saskatche- 
wan, after 13 years experience 
with a hospital plan, has now an- 
nounced that it is going to estab- 
lish the medical care portion. This 
is currently a live issue in Sas- 
katchewan and the present govern- 
nent is committed to bring in a 
medical care program before the 
next provincial election. 


A LARGE SURPRISE 

Perhaps more surprising is that 
within three years of the estab- 
lishment of the national hospital 
insurance program, both major 
political parties in Canada have 
stated that they are in favor of a 
national program of medical care 
insurance. The present major op- 
position party in the federal par- 
liament has stated that when it is 
elected, it will introduce such a 
program, and the present govern- 
ment has appointed a royal com- 
mission to review all aspects of 
national health insurance. It is of 
interest that the prime minister of 
Canada, in making this announce- 
ment in the federal parliament in 
December 1960, stated that he was 
prompted to set up this royal com- 
mission as a result of a letter he 
had received from the Canadian 
Medical Association, which stated 
that the time was now ripe for 
such a study. 

It would appear, therefore, that 
the establishment of some form of 
medical care insurance, at least as 
it relates to medical fees for pa- 
tients who are hospitalized, will 
develop on a national basis in Can- 
ada within the next five years, and 
in Saskatchewan within the next 
year or two. 


Effects on other government 


agencies: This requires little com- 
ment. However, in those provinces 
where the agency responsible for 
administering the hospital insur- 
ance plan is a commission rather 
than the department of health, it 
is understandable that the rela- 
tionship of the commission to the 
department of health is not always 
clear cut. 

It is to be noted that a year ago 
there were four commissions (On- 
tario, New Brunswick, Prince Ed- 
ward Island and Nova Scotia), and 
one of the first steps taken by 
the incoming government in New 
Brunswick was to abolish the com- 
mission and place the administra- 
tion of hospital insurance under 
the department of health. Quebec, 
the last province to come into na- 
tional hospital insurance, and sec- 
ond largest in population, has also 
placed the administration of its 
plan under the department of 
health. 

Effects on Blue Cross: Saskatche- 
wan never had a Blue Cross Plan. 
British Columbia had a plan which 
went out of existence with the 
inception of the government pro- 
gram; this applies also to Mani- 
toba. In Ontario, the government 
commission took over most of the 
Blue Cross personnel, but here, as 
well as in Alberta and the Mari- 
times, Blue Cross continues to 
function and writes contracts which 
cover the extra cost of semiprivate 
care. In the province of Quebec, 
we would expect that Blue Cross 
will continue for semiprivate cov- 
erage. 


FUTURE IMPLICATIONS 


Conclusion: Opinions, of course, 
depend on the point of view of 
the observer and are bound to be 
influenced by his background and 
outlook on life generally. There 
are people in Canada who would 
not agree with all the opinions ex- 
pressed in this paper because, as 
might be expected, there are dif- 
ferences of opinion among hospital 
people in Canada as to the future 
implications for hospitals inherent 
in the government-sponsored hos- 
pital insurance program. 

Out-of-Province Benefits: All 
provinces provide for out-of-prov- 
ince benefits. 

Controls relating to the estab- 
lishment of hospitals: Most of the 
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provinces have made it mandatory 
for hospitals to obtain provincial 
approval before they can function 
or before they can qualify as re- 
cipients of provincial support. Al- 
berta, Saskatchewan and Manitoba 
have passed special legislation gov- 
erning the establishment of hospi- 
tal districts by cooperating muni- 
cipalities. 

The procedures required to be 
followed by local authorities in 
establishing districts follow a simi- 
lar pattern in each province. These 
consist essentially of the following 
steps: (1) a local request for a 
formation of a district; (2) min- 
isterial assent to the request; (3) 
the formation of a provisional local 
board under ministerial direction; 
(4) the provisional boarc’s prepa- 
ration of a detailed hospital scheme 
for submission to provincial au- 
thorities; (5) provincial approval 
of the scheme, and (6) local rati- 
fication of this scheme through a 
rate-payer vote. 

Alberta, Saskatchewan and On- 
tario have granted expropriation 
powers to hospital authorities; in 
Alberta and Saskatchewan, this is 
applicable only to municipal hos- 


pital districts, but in Ontario, the 
provision is applicable to all pub- 
lic hospitals. 

Controls relating to the business 


management of hospitals: Only 
Ontario has included in its hospital 
legislation a provision relating to 
meetings of owner groups and pro- 
cedures to be followed at such 
meetings. British Columbia, Sas- 
katchewan and Ontario have made 
it mandatory for hospital authori- 
ties to employ a chief executive 
officer. Although the enactments of 
these provinces define the position 
of chief executive, none has in- 
cluded any qualifications. 

In the sphere of hospital account- 
ing, British Columbia, Alberta, 
Saskatchewan, Manitoba and On- 
tario have included a limited num- 
ber of regulations in their legisla- 
tion. These regulations call for the 
installation and maintenance of a 
satisfactory system of accounting 
and records, the performance of an 
annual financial audit by qualified 
auditors and the reporting of fi- 
nancial information to provincial 
authorities. The municipal hospital 
enactments of the prairie provinces 
were found to contain greater de- 


SEPTEMBER 16, 1961, VOL. 35 


tail on the subject of accounting 
than the general legislation cover- 
ing the affairs of hospitals. 

The legislation of British Colum- 
bia, Alberta, Saskatchewan, Mani- 
toba, Quebec, Prince Edward Is- 
land and Nova Scotia lists a number 
of returns and reports required to 
be submitted to provincial authori- 
ties by hospitals. Such reports and 
returns include: (1) a financial 
budget; (2) description of patients’ 
stay and treatment in hospitals; 
(3) notices of births; (4) statis- 
tical returns; (5) reports of in- 
fections and accidents; (6) state- 
ments of financial standing; (7) 
statements of indigent patient care, 
and (8) statements of patients’ 
payments. 

All provinces have provided in 
their legislation for the inspection 
of hospitals by provincial authori- 
ties. The sphere of inspection in- 
cludes books and accounts, build- 
ings, medical appliances, drugs, 
correctness of returns, facilities for 
accommodating patients, hospital 
costs, hospital personnel and 
sanitary conditions. Saskatchewan 
alone has included in its legislation 
requirements concerning the main- 
tenance of insurance by hospitals. 
The types of insurance that are 
obligatory in that province are: 
fire, malpractice and accident in- 
surance. British Columbia, Alberta, 
Saskatchewan, Ontario, Prince Ed- 
ward Island and New Brunswick 
have included provisions protecting 
hospitals in the sphere of damage 
claims. In several instances, time 
limitations of actions against hos- 
constitute the protective 
time spans within 


pitals 
means. The 


the author 


which legal action must be taken 
vary from three months to one 
year following the occurrence of 
the cause of action. The New 
Brunswick legislation departs from 
the pattern of protection estab- 
lished in the other provinces and 
expressly prohibits action against 
hospitals for misfeasance, malfea- 
sance, or nonfeasance under certain 
broad conditions. 

Controls relating to the admis- 
sion, care, and discharge of pa- 
tients: A limited amount of regu- 
latory material on the subject of 
the admission of patients to hos- 
pitals is contained in all provincial 
enactments with the exception of 
Newfoundland. The regulations on 
this subject emphasize: (1) the 
underlying authority of board 
management concerning the ad- 
mission of patients; (2) the need 
for medical authorization of ad- 
missions; (3) the regulation of the 
admission of patients by hospital 
authorities; (4) the provision by 
the authorizing physician of in- 
formation on patients newly ad- 
mitted, and (5) the securing of 
sworn data on indigent patients 
seeking admission. 

Controls relating to medical staff: 
Provisions relating to the composi- 
tion and organization of medical 
staffs are contained in the enact- 
ments of British Columbia, Alberta, 
Saskatchewan and Ontario. The 
legislative material the subject is 
concerned with is: (1) the forma- 
tion of medical staff executives and 
functioning committees; (2) the 
qualifications required for medical 
staff membership; (3) the funda- 


mental authority of boards of 
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management in respect of medical 
staff appointments; (4) medical 
staff meetings, and (5) the enact- 
ing of medcal staff bylaws and 
their approval by provincial au- 
thorities. 

British Columbia, Alberta and 
Saskatchewan assign a number of 
group responsibilities to hospital 
medical staffs. These responsibili- 
ties include: (1) advising boards 
of management on technical mat- 
ters; (2) assisting hospitals in 
maintaining complete medical rec- 
ords; (3) reviewing the quality of 
medical and surgical care; (4) 
exercising medical staff discipline; 
(5) analyzing clinical experiences, 
and (6) assisting in training pro- 
grams carried out in hospitals. 

The same provinces set forth in 
their legislation a number of ad- 
ministrative responsibilities of at- 
tending physicians. Such responsi- 
bilities include: (1) the formal 
admission and discharge of pa- 
tients; (2) the provision of infor- 
mation to hospital authorities and 
provincial authorities respecting 
the condition of any of their 
patients; (3) the provision of 
provisional diagnosis to hospital 
authorities at the time of the ad- 
mission of their patients; (4) the 
arrangement of necessary consulta- 
tions; (5) the reporting of the oc- 
currence of infection in their pa- 
tients, and (6) the notification of 
hospital authorities concerning 
their temporary inability to prac- 
tice in the hospital. 

The regulations of Alberta, Sas- 
katchewan and Ontario contain 
directives concerning the writing 
and executing of medical orders in 
hospitals. The directives define the 
responsibilities of the originators 
and receivers of medical orders. 

Requirements relative to the ad- 
ministration of surgery and anes- 
thesia in hospitals are set forth in 
the regulations of Alberta, Sas- 
katchewan and Ontario. Prerequi- 
sites and requisites listed for 
surgical and anesthetic operations 
include: (1) the prior posting of 
operations; (2) the provision of 
medical assistance; (3) the writing 
of diagnosis, physical examination 
results and case histories prior to 
surgical operations; (4) the ob- 
taining of consent for surgery; 
(5) the provision of resuscitation 
equipment in operating areas; (6) 
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the carrying out of presurgery 
physical examination by the anes- 
thetist, and (7) the holding of 
presurgery consultations on indi- 
gent patients. 

Requirements pertaining to the 
completion of anesthetic records 
have been included in the Sas- 
katchewan and Ontario legislation 
and include: (1) writing full de- 
scriptions of surgical and anesthetic 
operations by the surgeon and 
anesthetist and (2) including 
these descriptions in the perma- 
nent record of the patient. 

The subject of obstetrical and 
gynecological operations and pro- 
cedures is dealt with in the enact- 
ments of Alberta, Saskatchewan 
and Ontario. The regulations on 
this subject emphasize: (1) holding 
consultations; (2) reporting infec- 
tions and accidents; (3) isolating 
infected cases, and (4) reporting 
stillbirths and maternal and neo- 
natal deaths. 

British Columbia, Alberta, Sas- 
katchewan and Ontario set forth 
in their hospital regulations a 
number of requirements to be ful- 
filled in the sphere of medical 
record maintenance. Each province 
has made the completion of a med- 
ical record on each patient manda- 
tory. The provincial regulations 
stipulate different time ranges 
within which a history, a physical 
examination and a_ provisional 
diagnosis must be completed fol- 
lowing a patient’s admission to 
hospital. The regulations specify 
also the various components of a 
satisfactory medical record. Con- 
cerning the matter of record 
privacy, the regulations list the 
conditions under which record in- 
formation may be released by hos- 
pitals. 

British Columbia, Alberta, On- 
tario and Newfoundland have 
included directives in their legisla- 
tion concerning the discharge or 
decease of patients. These direc- 
tives set forth: (1) the authority 
of boards of management and 
medical practitioners in respect of 
patient discharges; (2) the pro- 
cedures to be followed in the event 
of self-discharge; (3) the neces- 
sity of reporting deaths to hospital 
or provincial authorities, and (4) 
the necessity of notifying magis- 
trates in the event of deaths re- 
sulting from unknown causes. 


Controls relating to hospital per- 
sonnel: Regulations on the subject 
of hospital staffing are found in the 
enactments of Alberta, Saskatche- 
wan and Ontario. The regulations 
specify the types and numbers of 
professional and technical person- 
nel required and the necessary 
qualifications of such personnel. 

Directives relating to the matter 
of health of hospital personnel are 
set forth in the regulations of Al- 
berta, Saskatchewan and Ontario. 
These directives emphasize: (1) 
administration of physical exami- 
nations, tuberculin tests and chest 
x-rays at stated intervals; (2) pro- 
vision of immunization protection; 
(3) provision by employees of 
proof of having received a recent 
health examination, vaccinations 
and innoculations, and (4) main- 
tenance by hospitals of adequate 
employee health records. 

British Columbia, Saskatchewan 
and Ontario set forth in their legis- 
lation certain requirements rela- 
tive to the provision of training 
facilities and instructional pro- 
grams in hospitals. The training of 
three hospital groups is dealt with 
—medical students, nursing stu- 
dents and technician students. 
These regulations serve to estab- 
lish standards for instructional 
programs and to ensure the provi- 
sion of extra-academic benefits for 
the student groups. The subject of 
labor negotiations in hospitals is 
treated to a limited extent in the 
British Columbia legislation. The 
sole reference merely specifies the 
annual deadline for the completion 
of a negotiation. 

The 10 provinces vary consid- 
erably in the extent to which they 
have developed hospital controls. 
The legislative enactments dealing 
specifically with hospitals have 
been discussed, but there are, how- 
ever, many other pieces of pro- 
vincial legislation which affect 
hospitals importantly. Examples of 
such legislation are statutes gov- 
erning coronership, registration of 
professional personnel, stationary 
engineering, employment of labor, 
workmen’s compensation, infant 
adoptions, incorporation of com- 
panies, giving of evidence, land 
expropriation, fire prevention, min- 
imum wages, practice of pharmacy, 
public health, vital statistics and 
many others. . 
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CANADAS PROGRAM OF PREPAID HOSPITAL CARE 


From the 
administrator's point of view 


by A. L. SWANSON, M.D., and £E. V. WAHN, D.H.A. 


OR THE PAST 14 years in the 

Province of Saskatchewan, hos- 
pital trustees and administrators 
have*been operating their general 
hospitals under a government- 
sponsored, compulsory program of 
hospital care insurance. This pro- 
gram, the first of its kind in North 
America, provided the impetus for 
the development of essentially 
similar programs in all the other 
provinces of Canada.! 

Basic information concerning the 
Saskatchewan plan is outlined in 
the comparative review of all Ca- 
nadian programs which is pre- 
sented elsewhere in this issue of 
HOSPITALS, J.A.H.A. (see page 46) 
The declared purpose of the pro- 
gram is “to spread the total cost 
of hospital care over the total 
population of the province, so that 
the use of hospital facilities may 
be determined in each case by 
medical necessity rather than by 
the individual’s ability to pay for 
the care.’ 


OPERATION AND BENEFITS 


The fairly comprehensive bene- 
fits include public ward care and 
a virtually complete range of in- 
patient diagnostic and treatment 
services in general hospitals and 
maternity homes. Within the prov- 
ince, and in those provinces in 
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Fourteen years of experience in 
operating hospitals under a govern- 
ment-sponsored hospital prepayment 
plan have improved financing and pa- 
tient care in the hospitals of Saskatch- 
ewan, according to the authors, who 
point out that cooperative action by 
representatives of the provincial gov- 
ernment, hospitals and the provincial 
hospital association has preserved lo- 
cal ownership and operation of hospi- 
tals. The authors also discuss other 
advantages and disadvantages of hos- 
pital operation under the Saskatche- 
wan plan. 





which there is complete reciprocity 
with Saskatchewan, there are no 
limitations, other than those of 
medical necessity, on the number 
of days of care to which a benefi- 
ciary is entitled. Moreover, there 
are no restrictions because of age or 
pre-existing conditions; no dollar 
limits for inpatient diagnostic serv- 
ices, and no waiting period for ma- 
ternity or other benefits. Outpa- 
tient diagnostic and treatment 
services are not provided except 
those which relate directly to acci- 
dents. Personal services of physi- 
cians are not ordinarily included. 

With few exceptions, all resi- 
dents of the province are required 
to participate in this compulsory 
program and to pay, or have paid 


on their behalf, an annual premi- 
um. There is a family maximum on 
this premium which, in 1960, was 
$35 per annum. This premium rev- 
enue was sufficient to cover ap- 
proximately 27 per cent of the total 
cost of the program.? The remain- 
der of the cost was financed by the 
general revenue of the province 
and by hospitalization grants from 
the federal government. The family 
premium was raised to $48 in 1961 
and the single person rate from 
$17.50 to $24 per annum. The per- 
centage of the total cost paid by 
premium, therefore, will probably 
be increased. 

The plan is administered by an 
operating division of the Provincial 
Department of Public Health 
known as the Saskatchewan Hos- 
pital Services Plan. This division 
is responsible for (1) registering 
all residents, (2) collecting the 
premiums and (3) reimbursing 
participating hospitals for services 
rendered to beneficiaries of the 
program. The division is not di- 
rectly responsible for negotiating 
rates of payment with hospitals, 
but is strongly represented on the 
Department of Health Committee 
known as the Hospital Rate Board 
which has been delegated this 
function. There is no represen- 
tation from either hospitals or the 
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ADVANTAGES AND DISADVANTAGES OF COMPULSORY GOVERNMENT-SPONSORED 
HOSPITAL INSURANCE IN SASKATCHEWAN 


DISADVANTAGES 


ADVANTAGES 





Marked increase in numbers of beds and operating 
expense 


Increase in utilization, sometimes unnecessarily 


Tendency formerly to build hospitals in many tiny 


communities 


Duplication of many facilities and personnel by pro- 
viding hospitals in small towns close together where 
one hospital could serve several, which is uneconomi- 


cal and inefficient 


Government control benign, but somewhat arbitrary 


on hospital financing 


Constant threat that government will ‘‘take over’ 


Hospital care available to all who require it 


Previously many could not afford hospital care when 


needed 


Centralized planning only partly successful in prevent- 


ing unnecessary duplication of facilities 


Little action taken as yet. Hospital Survey Committee 
representing hospital, medical and nursing associa- 
tions and Department of Health recently formed to 
resurvey province and make recommendations 


Financial stability for hospitals 


Stimulus to voluntary association to establish strong 
organization. Formation of Joint Standing Committee 


on Hospital Finance and Operation—equal repre- 


sentation of government and hospital associations 
Development of regional hospital councils 


Gradual loss of autonomy in hospital operation 


Imposition of arbitrary standards or averages 


Tendency to average may discourage initiative and 


enterprise of more progressive hospitals 


Depreciation on capital assets not recognized as 


legitimate operating expense 


expense 





Interest on capital debt not accepted as operating 


Hospitals have almost no private source of revenue 


Improved facilities and standards 


Benefits more uniform to all 


Increased provincial construction grants 


Encourages local hospital responsibility and autonomy 





general public on the Hospital Rate 
Board. 

The Province of Saskatchewan, 
with an area of approximately 
251,700 square miles* (just slightly 
smaller than Texas) and a total 
population of approximately 900,- 
000 persons, is a northern exten- 
sion of the Great Plains Region. 

Although in recent years there 
has been an increasing trend to- 
wards urbanization, it is still pre- 
dominantly rural and more than 
60 per cent of the population stil] 
live on farms or in small commu- 
nities of less than 2500. This in- 
tensely rural character of the 
province has had a great bearing 
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on the pattern of hospital services 
which has emerged over the years. 
Unlike Eastern Canada and the 
United States, the majority of hos- 
pitals are owned and operated by 
municipalities or groups of munici- 
palities. There are relatively few 
voluntary hospitals and these, for 
the most part, are owned and op- 
erated by Sisterhoods of the Ro- 
man Catholic Church. Most of the 
hospitals are small] and provide 
only maternity and minor medical 
care. 


FIRST HOSPITAL PROGRAM 


This first government-adminis- 
tered, tax-supported, compulsory 





hospital insurance system in North 
America was introduced by a dem- 
ocratic sociakst form of govern- 
ment, There is, nonetheless, every 
reason to believe that regardless 
of the philosophical and political 
beliefs of the government in power 
in 1947, Saskatchewan would still 
have been the first province in 
Canada to introduce a comprehen- 
sive, province-wide hospital in- 
surance program. The type of gov- 
ernment, perhaps, did dictate that 
the plan would be administered by 
a government agency rather than 
by an independent commission 
(such as Workmen’s Compensation 
Board) or a hospital sponsored 
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agency (such as Blue Cross) or a 
cooperative organization. 

Certain it is, however, that the 
introduction of a comprehensive 
hospital care prepayment program 
in 1947 did not represent a strik- 
ing or significant innovation in the 
pattern of paying for hospital care 
which had been slowly but surely 
emerging and developing in Sas- 
katchewan over the preceding 30 
years, 

As early as 1919, at least 10 rural 
municipalities* had introduced 
compulsory hospital care plans for 
their residents.6 By early 1940, 
there were more than 118 of these 
compulsory municipal plans offer- 
ing prepaid hospital care benefits 
of one kind or another to more 
than half the rural residents of 
the province. By 1946 some of 
these plans had amalgamated, and 
in that year two regional plans of- 
fering comprehensive and uniform 
benefits to a population of over 
100,000 persons had been devel- 
oped and were in operation.’ Sim- 
programs in other 
areas of the province were being 
considered when in 1947 the gov- 
ernment introduced a_province- 
wide program. 


ilar regional 


*A municipality in Saskatchewan is the 
local governing unit, which is typically 
18 miles square with a scattered popula- 
tion of approximately 2000, or five to six 
persons per square mile. 


The table of organization of the Department of Health 
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With this background informa- 
tion, it is not difficult to understand 
why most hospital administrators 
and trustees in the province were 
not unduly disturbed over the in- 
troduction of the province-wide 
plan. By 1947 it was apparent, in 
an era of rapidly increasing hos- 
pital costs, that the single, small 
municipality no longer presented 
a sufficiently broad financial base 
to support a comprehensive hospi- 
A broader 
obviously 


tal insurance program. 
population base was 
needed and it was entirely logical 
that the province as a whole 
should form this base. Most of 
the trustees had had extensive ex- 
perience with compulsory munici- 
pal programs and, indeed, many 
of the hospital trustees “wore two 
hats” and served on both the man- 
agement board of their municipal 
hospital and the management 
board of the municipal or regional 
hospital insurance authority. There 
was no great objection, therefore, 
to the introduction of a compul- 
sory type program for, unlike 
other parts of Canada and the 
United States, there had not been 
a great development of the vol- 
untary Blue Cross type of cover- 
age. The needs of many of the resi- 
dents of the province were being, 
and had been, met by the compul- 
sory, municipal programs. 
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There were some trustees and 
administrators who were concerned 
about the dangers of the plan being 
administered by a government 
agency, but, on the whole, there 
was no great expression of fear by 
the preponderance of hospital rep- 
resentatives. This may have been 
because the Saskatchewan Hospi- 
tal Association at the time was not 
the strong organization it now is 
and also because 
trators and trustees had the utmost 
confidence in the person} who had 


most adminis- 


been appointed by the government 
to implement the program. The 
Sisterhoods did have misgivings 
about the plan, but were not vocal 
and were apparently reconciled to 
seeing how the plan would work 
out after it had been in operation. 


IMPACT ON HOSPITALS 

It is extremely difficult to gauge 
the impact which the Saskatchewan 
government-administered hospital 
insurance program has had on the 
operations of general hospitals in 
the province, but certain observa- 
tions can be made which may be 
of interest to hospital administra- 
the United 


tors and trustees in 


‘F. D. Mott, M.D., chairman of the 
Health Services Planning Commission was 
a United States citizen and formerly a 
senior surgeon with the U.S. Public Health 
Service. Dr. Mott is now executive direc- 
tor, Community Health Association, De- 
troit, Mich. 
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States and other parts of Canada. 
There are five factors peculiar to 
the Saskatchewan situation which 
the reader should bear in mind 
as he weighs the experience of 
the Saskatchewan plan, namely: 
(1) the intensely rural character 
of the province; (2) the large 
number of very small hospitals; 
(3) the relatively small num- 
ber of voluntary hospitals as op- 
posed to municipal (local gov- 
ernment owned) hospitals; (4) the 
poor transportation connections, 
until recently, between communi- 
ties, particularly in the winter- 
time, and (5) the striking charac- 
teristic of the Saskatchewan people 
to tend to finance hospital and 
other health and welfare services 
on a tax-supported basis. 


Impact No, 1—The Effect of the Plan 
on Bed Demands. It is entirely logi- 
cal that the number of hospital 
beds required to serve a predomi- 
nantly rural, scattered population 
should be greater than the number 
required to serve a concentrated 
urban population. Saskatchewan 
and the other prairie provinces had 
more beds in 1947 than other parts 
of Canada and the Eastern United 
States, yet bed demands increased 
considerably ‘in Saskatchewan after 
the introduction of the province- 
wide plan, There was great pres- 
sure by every local community to 
build a hospital. 

Unfortunately, in some instances, 
the demands for more hospitals 
were met. At the time the plan 
was introduced, Saskatchewan had 
not previously prepared a Hill- 
Burton type of master hospital 
plan to govern future hospital bed 
needs. By the time the master plan 
was prepared (in 1951), many hos- 
pital beds had been constructed in 
small communities in which, be- 
cause of rapidly improving trans- 
portation communications, they 
should not have been built. 

The other provinces of Canada 
have already benefited by the Sas- 
katchewan experience and the 
problem of the unstrategic loca- 
tion of hospital beds is not the 
same, nor would it be as pressing, 
as in the United States. 


Impact No. 2—The Effect of the Plan 
on Bed Utilization. As was to be ex- 
pected, coverage of the entire 
population, including the aged, the 
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Table 1—Hospitalization Rates* per 1000 Beneficiaries, Sas- 
katchewan Hospital Services Plan, 1947-1959. 








Hospital cases 


Patient doys 





Admitted 


Discharged 


Total days 
of core 
during year 


For 
discharged 


cases 





1947 
1948 
1949 
1950 


161 
178 


1951 
1952 
1953 
1954 


1955 
1956 
1957 
1958 
1959 


200 
204 
199 
205 
206 
204 
201 
202 


211 
206 
210 








156 
178 
200 
203 


199 
205 
206 
204 


1,678 
1,920 
2,095 
2,235 


1,565 
1,875 
2,048 
2,197 


2,209 
2,155 
2,094 
2,045 


2,51 
2,085 
2,093 
2,063 
2,083 


2,201 
2,175 
2,139 
2,084 


2,049 
2,099 
2,120 
2,043 
2,091 











* Excluding newborns. 


chronically ill and the indigent, and 
the lack of limitation on days of 
care, have resulted in higher uti- 
lization rates. In 1947, the first 
year of the plan, the hospital 
separation rate was 156 cases per 
1000 population and it is currently 
running at 214 per 1000 popula- 
tion.8 This latter rate is substan- 
tially higher than the rate before 
the plan started and almost twice 
as high a rate as is currently ex- 


perienced under some of the Blue 
Cross programs in the United 
States.9 

Again, it seems logical to suppose 
that the rates in a predominantly 
rural area should be higher than in 
urban areas (and this is reflected 
in the Saskatchewan experience it- 
self), but undoubtedly the Sas- 
katchewan plan has resulted in 
some unnecessary admissions to 
hospitals. The concensus of opinion 
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among Saskatchewan hospital ad- 
ministrators and trustees is that 
the rate could be reduced signifi- 
cantly, and the pressure on beds 
eased, by the inclusion of outpa- 
tient diagnostic and treatment 
services as a plan benefit. The 
government has taken a smal] step 
in this direction by including emer- 
gency care due to accidents as a 
plan benefit, but has not yet added 
other outpatient benefits. 

From the standpoint of adminis- 
trators and trustees located outside 
Saskatchewan, there is an obvious 
implication. Hospital utilization can 
be expected to increase sharply 
(and consequently bed demands 
will increase in the same ratio). 
Therefore, any program of hospi- 
tal insurance, whether voluntary 
or government, should be prepared 
to offer outpatient diagnostic and 
treatment benefits in order to keep 
costly inpatient services to a 
minimum. 

On the credit side of the ledger, 
hospital administrators and trus- 
tees are agreed that the imple- 
mentation of the plan has made it 
possible for every resident of the 
province to obtain necessary hos- 
pital care at a price he can afford 
to pay. In this respect, the primary 


purpose of the plan has been 
achieved. 


impact No. 3—The Effect of the Plan 
on Standard of Hospital Care. It is 
unlikely that many administrators 
and trustees of Saskatchewan gen- 
eral hospitals would quarrel with 
the statement that there has been 
a considerable improvement in the 
standard of care provided in most 
of the hospitals in Saskatchewan 
since 1947. The improvement has 
been particularly significant in the 
larger and medium sized hospitals, 
but standards in smaller hospitals 
have also improved considerably. 
Just how much of the improvement 
is due to the direct effect of the 
Saskatchewan Hospital Services 
Plan, it is difficult to say. Certainly, 
the standard of care provided in 
Saskatchewan hospitals could have 
been expected to move forward to 
the same extent as standards have 
advanced elsewhere in Canada and 
the United States. But did they 
advance at an accelerated pace? 

The answer to this question, in 
the opinion of both writers of this 
article, is an unqualified “Yes”! 
Since the introduction of the plan 
and a payment system designed to 
meet “the full cost of efficient 
operation,’”!9 most trustees and 


administrators have been relatively 
free of the problem of raising 
money and have been able to de- 
vote their time to planning for im- 
provements in service and intro- 
ducing measures designed to 
accomplish the objectives of the 
hospital. As a result, although the 
standard of hospital care through- 
out is perhaps still not at the level 
of the standard provided in some 
more heavily populated eastern 
centers, there has been a decided 
bridging of the gap which existed 
prior to the plan. In some of the 
larger hospitals of the province, 
the standard of care is comparable 
to that provided in the “best” hos- 
pitals on the continent. 

The hospitals of the province, 
since the introduction of the plan, 
have tended to work more closely 
with one another and complement 
services provided by others, The 
introduction of uniform accounting 
has facilitated an exchange of 
information. Communication be- 
tween hospitals has been vastly 
improved. Perhaps by reason of 
the common interest generated be- 
cause of the fear of a government- 
sponsored program, there has been 
a great strengthening of the vol- 
untary provincial hospital associa- 


Table 2—Volume of Hospital Care Covered by the Saskatchewan Hospital Services Plan, 1947, 1951, 


1956, 1958 and 1959. 








Hospital cases* 


Patient days 


Average days of stay 





Dis- 


Admitted charged 





Days for 
discharged 
casest 


of care 
during yeart 


discharged 
case 


Total days | Per 


Total days 
divided by 
discharges 


Total days 
divided by 
admissions 





Adults and children 





125,510} 
155,119 
168,076 
178,061 
186,330 


121,951 
154,848 
168,147 
177,509 
186,479 





1,309,288 
1,721,629 
1,732,456 
1,785,457 
1,850,371 


1,221,453 
1,715,232 
1,744,592 
1,767,952 
1,857,539 








Newborns 





188,430 9.2 
168,664 8.6 
165,777 7.4 
159,663 7.1 


165,209 7.0 


187,092 
169,062 
165,597 
159,376 
165,592 


20,706} 
19,725 
22,323 
22,510 
23,712 


20,415 
19,729 
22,352 
22,483 
23,739 


1947 
1951 
1956 
1958 
1959 


*Cases in hospital at December 31, 1959, and days of care accrued in respect of such cases were as follows: 
* Adults and children 4,520 cases, 88,759 days, 











Newborns 373 cases, 2,206 days. 
t''Days for discharged cases’’ differ from ‘'Total days of care during year’ in that all days of care for a discharged patient are included in the former, 
even though some of the care may have been given in preceding years, while *‘Total days of care during year’’ cover all care provided to Saskatchewan 
Hospital Services Plan beneficiaries during a given year, including care received by patients remaining in hospital at the year-end. 
¢includes beneficiaries in hospital when the plan commenced operations on January 1, 1947. 
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Table 3—Saskatchewan Hospital Services Plan Expenditure*, 1947, 1951, 1956, 1958 and 1959. 








Administration 
expense 


Hospitalization 


| Total 
expense 


expenditure 





Per Per Per Per Per 
Amount cent capita Amount} cent capita Amount cent 





597,505 7.9 
580,110 4.1 
730,316 3.3 
848,698 3.0 
804,359 2.5 


92.1 
95.9 
96.7 
97.0 
97.5 


$ 8.92 
17.22 
26.01 
32.20 
34.90 


$ 6,963,258 
13,430,802 
21,617,217 
27,874,337 
31,005,486} 


1947 
1951 
1956 
1958 
1959 


$ 7,560,763 
14,010,912 
22,347,533 
28,723,035 


100.0 
100.0 
100.0 
100.0 
100.0 


$ 9.68 
17.97 
26.89 
33.18 
35.80 





31,809,845{ 





























*Figures for the years 1947, 1951, 1956 and 1958 have been adjusted to include retroactive increases in hospital rates of payment. 
tFigures for 1947 and 1951 represent inpatient expenses only. Figures for 1956, 1958 and 1959 include outpatient expenses of $17,916, $87,307 and 


$178,489 respectively. 


¢ May be increased by retroactive hospital rate changes effected after the date of this report. 


tion. The educational programs 
actively undertaken by the Sas- 
katchewan Hospital Association in 
recent years have tended to raise 
standards of care in the hospitals 
of the province. The development 
of regional hospital councils has 
undoubtedly been stimulated by 
the introduction of the plan and 
the activities of these councils have 
likewise resulted in higher stand- 
ards of care. 

On the debit side, although the 
boards of management of the in- 
dividual hospitals have continued 
to be responsible for the setting of 
standards, there has been an ob- 
vious, if benign, watchdog attitude 
displayed by plan administrators. 
There has been a natural tendency 
for these officials to promote uni- 
formity of standards among hospi- 
tals across the province; the danger 
of this uniformity being achieved 
at the expense of the progressive- 
minded hospitals is ever present. 
“He who pays the piper calls the 
tune” is a maxim which cannot be 
ignored and which has particular 
overtones as far as the general 
hospitals of Saskatchewan are con- 
cerned. 


the financial problems have been 
resolved, but since 1947 hospital 
trustees and administrators have 
certainly had fewer problems than 
their counterparts in other parts 
of Canada and the United States. 
The payment system has been de- 
vised on the principle that the 
daily rate paid on behalf of each 
beneficiary of the program shall 
be sufficient to meet the efficient 
cost of operation of the participat- 
ing hospital. In general, hospital 
administrators are satisfied with 
the payment system although they 
do object to the fact that (1) 
interest on capital is not accepted 
as an operating expense; (2) de- 
preciation on buildings, which was 
regarded as a reimbursable ex- 
pense until Dec. 31, 1960, is no 
longer accepted, and (3) some 


arbitrary yardsticks have been de- 
veloped by plan officials by which 
to measure efficiency. 

Since the introduction of the 
plan, the caliber of accounting has 
shown a tremendous improvement 
in all general hospitals. The ad- 
vantages of uniform accounting, 
budget preparation and financial 
control have resulted in distinct 
and noticeable improvements in 
administrative practices. The use 
of an all-inclusive rate has ma- 
terially reduced paper work and 
accounting costs, and because most 
patients are plan beneficiaries, col- 
lection and billing costs are almost 
nonexistent. 

The fact that the bulk of the 
operating costs is being met by a 
provincial source has not resulted, 
thus far, in any apparent lack of 


Table 4—Patient Days* per 1,000 Beneficiaries by Age and Sex, 
Saskatchewan Hospital Services Plan, 1958 and 1959. 








Both sexes 


Male Female 





Age in years 
1958 1959 


1958 1958 





All ages 2,043 2,091 1,792 2,311 


0-1 2,782 3,424 3,158 2,374 
1-4 1,054 1,118 1,175 924 
5-14 667 683 718 614 
15-24 1,378 1414 760 1,986 


Impact No. 4—The Financial and Ad- 
ministrative Problems of Hospitals under 
the Plan. Although the primary ob- 
jective of the plan was to ensure 
that hospital care of an adequate 
standard was to be available to 
every person regardless of ability 
to pay, a secondary objective was 
to assist the hospitals in resolving 
their financial problems. This 
secondary objective has been 
achieved in large measure, Not all 
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2,458 
2,856 
4,929 
8,400 


1,662 902 
2,564 2,181 
4,743 4,A76 
8,555 8,376 


1,679 
2,498 
4,674 
8,387 


25-44 
45-64 
65-69 
70+ 























*In respect of discharged cases. Newborns excluded. 





interest on the part of either hos- 
pital administrators or trustees. 
The local community is still re- 
sponsible for the provision of plant 
and equipment (assisted by grants- 
in-aid from both the provincial 
and federal governments). This re- 
sponsibility has perhaps been the 
reason why the interest of both 
trustees and members of the gen- 
eral public has been maintained 
at a high level. Whether new gen- 
erations of trustees and adminis- 
trators, who have not been brought 
up under a system of complete lo- 
cal responsibility, will exercise this 
same initiative and interest re- 
mains to be seen. 


Impact No. 5—The Effect on the Train- 
ing and Recruitment of Personnel. In 
Saskatchewan, as in most other 
areas in Canada and the United 
States, hospitals are deeply in- 
volved in educational programs for 
all types of hospital personnel. 
Since the introduction of the plan, 
there has been increasing emphasis 
on all hospital training programs 
and plan officials have supported 
and encouraged the efforts of hos- 
pital administrators and trustees 
in this regard. 

From the standpoint of recruit- 
ment of all levels of hospital per- 
sonnel, the fact that Saskatchewan 
hospitals participate in a govern- 
ment-administered program of 
hospital insurance has not deterred 
qualified and competent persons 
from accepting positions in the 
Province of Saskatchewan. Indeed, 
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improved financial support to hos- 
pitals has allowed for the creation 
of additional posts for skilled per- 
sonnel at all levels. 

The hospitals of Saskatchewan 
have now been operating under a 
government-sponsored compulsory 
hospitalization plan for 14 years. 
Government officials have shown 
themselves willing to accept 
changes and have made policy al- 
terations on several occasions as 
the plan developed and improved. 

Administrators and trustees 
have established a strong volun- 
tary provincial hospital association, 
partially as a counterpoint to gov- 
ernment influence, but particularly 
as a cooperative effort to provide 
better care to patients through im- 
proved communication between 
hospitals and by education of per- 
sonnel. 

The history of the province shows 
that a scattered population have 
accepted the need to help them- 
selves through cooperative and lo- 
cal government endeavor. In the 
early days, neighbor helped neigh- 
bor. Later, joint community effort 
became common practice. From 
these beginnings emerged coopera- 
tive movements of many types— 
cooperative grain marketing, co- 
operative merchandising, coopera- 
tive health care. In the case of 
hospitalization, the cooperative 
movements on municipal or re- 
gional bases, owned and operated 
directly by the people through 
their trustees, have evolved to a 
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ARNOLD L. SWANSON, M.D., (top photograph) is the executive director of 
the University Hospital, Saskatoon, Sask., and also is associated with the 
University of Saskatchewan as assistant professor of social and preven- 
tive medicine. Dr. Swanson, who received his medical degree from McGill 
University, Montreal, Quebec, and a master’s degree in hospital adminis- 
tration from Northwestern University, Chicago, is past executive director 
of the Canadian Hospital Association. He is currently president of the 
Saskatchewan Hospital Association and is a fellow of the American Col- 
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commission and as acting director of the division of hospital planning 
and administration. Mr. Wahn received a degree in hospital administra- 
tion from the University of Toronto, and he is a fellow of the American 
College of Hospital Administrators. 
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province-wide, cooperative venture 
controlled to a considerable degree 
by government. The results to date 
have been improved and expanded 
services due, at least in part, to 
centralized planning, finance and 
control. 

Individual boards of trustees 
and their administrators are still 
responsible for the operation of 
their hospitals in Saskatchewan. 
Most decisions are made at board 
or administrative level, but there 
has been some concern from the 
outset lest this control slip or be 
wrested from their hands. Lately 
this concern has been sharpened. 
The provincial government has 
generously increased grants-in-aid 
for construction, at the same time 
removing depreciation payments 
as a recognized portion of hospital 
operating costs. This recent ac- 
tion has caused hospital persons to 
realize that now nearly everything 
comes from municipal, provincial, 
or federal governments. Donated 
monies for hospital purposes have 
never been a large factor in this 
province, but are now almost non- 
existent. Hospitals have no pri- 
vate source of revenue other than 
50 per cent of the payments for 
private room rentals—a very small 
amount in comparison with hos- 
pital costs. There is some fear that 
newer generations of trustees and 
administrators, lacking experience 
in independent responsibility, may 
become completely dependent on 

(Continued on page 122) 








CANADAS' PROGRAM OF PREPAID HOSPITAL CARE 


f bes INTRODUCTION of the gov- 
. ernment-sponsored hospitali- 
zation plan in the province of Al- 
berta has not adversely affected 
the judgment and performance of 
hospital trustees, generally speak- 
ing. The board of trustees of Archer 
Memorial Hospital, Lamont, Alta., 
for example, has been just as care- 
ful about expenditures since the 
inauguration of the hospital insur- 
ance scheme as it was before. Al- 
though there is a very great relief 
to hospital boards in knowing that 
hospital debt, whether capital or 
operating, is not always hanging 
over them, nevertheless their con- 
cern has been to keep expenditure 
within reasonable limits. 

Since April 1958, when the Al- 
berta hospital insurance plan be- 
came effective, hospital adminis- 
trators’ eyes have been far more 
frequently, or far more steadily, 
on the administrator of the plan, 
namely, Hospitals Division of the 
Alberta Department of Health, 
than ever before. That is to say, it 
is a continual question whether ap- 
proved costs are being exceeded 
and whether certain equipment 
should be purchased and whether 
the Hospitals Division will approve 
the purchase by approving pay- 
ment to reimburse the hospital for 
its cost. In the writer’s opinion, the 
Department of Health, through its 
Hospitals Division, looms far too 
large in the hospital administra- 
tion picture. Since hospital costs 
come from government funds, that 
is from taxation, this result is al- 
most inevitable. 


EARLY EXPERIENCE 


During the first nine months of 
operation of the plan, the provin- 
cial government named a specific 
per diem rate which it deemed to 
be a reasonably fair rate for all 
hospitals. Consequently, it became 
customary for hospital folk to say, 
“Well, now, are we operating with- 
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The introduction of a government- 
sponsored prepayment hospital plan 
has not adversely affected the judgment 
and performance of hospital trustees 
in the province of Alberta, according 
to the author, who points out that trus- 
tees generally are just as concerned 
now about hospital expenditures, pa- 
tient care, hospital autonomy and oth- 
er areas of trustee interest, as they 
were prior to the inception of the pro- 
vincial plan. 





in the approved costs?”’ The phrase 
“approved costs’? came to be syn- 
onomous with what the govern- 
ment deemed to be a fair operating 
rate. During the years of 1959 and 
1960, the government, of course, 
has recognized the fact that hos- 
pital operating costs are steadily 
increasing and that the approved 
rate must therefore do likewise. 

The individual administrator, 
particularly in the smaller hospital 
where the administrator and the 
board are not as closely in touch 
with the Hospitals Division as 
those in the two large cities of 
Edmonton and Calgary, has had 
the habit of inquiring about a 
specific proposed disbursement, 
“Will that fall within approved 
costs?” The provincial government 
hasn’t encouraged that state of 
mind at all; it doesn’t want an in- 
dividual hesitating to act, wonder- 
ing whether something will be ap- 
proved. The government wants 
every hospital board to operate a 
hospital just as well as it possibly 
can, to keep an eye on the over-all 
picture, not start worrying whether 
some individual item or a certain 
ratio of nurses per patient is going 
to be approved or not approved. 
The desire of the Hospitals Divi- 
sion really is that a hospital shall 
administer its affairs efficiently and 
not extravagantly and it believes, if 
it does, it should pretty well know 
that the results will be within the 
approved costs. 


sa 


The per diem rate fixed by the 
Hospitals Division met the costs of 
Archer Memorial Hospital ade- 
quately for the nine months of 
1958; it met them adequately for 
1959; it has not quite met them for 
1960; but the Hospitals Division 
has said, “Well, now, if you can 
justify this extra $6000, which is 
the amount by which your total 
operating cost exceeded what we 
thought should have been your 
operating cost, well and good, we 
will meet it.” As a matter of fact, 
many hospitals have found that 
they can operate below the gener- 
ally approved per diem rate fixed 
by the Division. In such cases, the 
Hospitals Division personnel may 
look critically at these hospitals 
and say, ‘Perhaps the services that 
you have been providing, in your 
hospital, aren’t quite good enough, 
not quite up to the standard we 
wish to prevail in Alberta hospi- 
tals.” 


GOVERNMENT ATTITUDE 


The attitude taken by the provin- 
cial minister of health and his staff, 
in regard to the setting of stand- 
ards of nursing care, has been a 
sound one. During the last year, 
there has been a special inquiry 
into nursing standards throughout 
Alberta, with a view to establish- 
ing first what the standards really 
are. There’s been no attempt, as 
yet, by anybody to say, “This is 
the standard of nursing care which 
is going to prevail in the province 
of Alberta.” There is no doubt that, 
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possibly as a result of this special 
inquiry into existing nursing 
standards, a more fixed standard 
than now exists may result, but 
the attitude has been that there 
may well be variations in nursing 
standards. If a certain hospital, for 
example, has greater ambitions in 
the nursing area than are generally 
accepted throughout the province, 
that hospital may follow its bent, 
it may achieve a much higher nurs- 
ing standard than that generally 
prevailing. All that the Division 
might say would be, “Well, the ex- 
cess cost of what we might deem to 
be possibly higher nursing stand- 
ards than are actually necessary, 
or are being demanded by the pub- 
lic, you will please, through your 
own financial resources, whatever 
they may be, pay.” The govern- 
ment would not deem itself re- 
sponsible to pay for that portion 
of nursing care which it deems to 
be in excess of a reasonable stand- 
ard. 


FINE COOPERATION 


There has been, however, be- 
tween the Hospitals Division and 
the Associated Hospitals of Alberta 
the very finest kind of cooperation. 
When hospital standards in gen- 
eral, but particularly in the nurs- 
ing department, are settled, it will 
undoubtedly be after the most 
anxious consultation with the As- 
sociated Hospitals of Alberta and 
the Alberta Association of Regis- 
tered Nurses. The commission, 
which has been surveying nursing 
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care in Alberta, consists of rep- 
resentatives of the Hospitals Di- 
vision, the medical group, the As- 
sociated Hospitals of Alberta and 
tne A.ALKLN. 

Hospitals in this province have 
never had endowment funds of 
any kind, except for some small 
donations given in minimum 
amounts for specific objectives— 
for example, donations to purchase 
certain pieces of equipment, and so 
on. But there have been no sub- 
stantial endowment funds in the 
possession of any hospital what- 
ever, which would be in any way 
comparable to the huge sums that 
we hear spoken of in connection 
with old well-established American 
hospitals. 


HOSPITAL-PHYSICIAN RELATIONSHIP 


The introduction of the plan has 
not in any way changed the re- 
lationship of the administrative 
branch and the medical staff. Gen- 
erally speaking, the relationship 
between medical staffs and admin- 
istrative staffs in the province has 
been reasonably good; but it is a 
fact, however, that prior to the in- 
troduction of the plan and subse- 
quently, the control of the medical 
practitioner, as he functions within 
a hospital, has always been—or 
has often been, in any event—a 
very delicate matter. 

I recall that in an action brought 
some years ago by a medical man 
to compel the board of a certain 
Alberta hospital to place him on 
its medical staff, the action was 


won by the hospital board on the 
ground that its function was to 
handle the affairs of the hospital 
in their entirety. The chief jus- 
tice of the province in rendering 
the judgment stated, “It must al- 
ways be remembered that hospi- 
tals exist not for the benefit of 
the medical man, but for the bene- 
fit of the patient.” It is the writer’s 
opinion that sometimes that prin- 
ciple is forgotten by the medical 
staff, and that they sometimes act 
as though they felt that the hos- 
pital was truly only an arena espe- 
cially provided for the exercise of 
the skills of the medical man and 
the surgeon. 

Before the hospital insurance 
plan was introduced into this prov- 
ince, hospital administrators and 
hospital boards were well aware 
of the threat or the danger which 
was involved in its introduction— 
namely, that, as must inevitably be 
the case, the degree of involvement 
of the Division in the administra- 
tion of hospitals would increase; 
that there would be the danger of 
too much interference by the Divi- 
sion in the day-to-day operation of 
the hospital. 

One must bear in mind the inex- 
perience of members of many hos- 
pital boards, particularly in hospi- 
tals which are situated in outlying 
rural areas. From the inauguration 
of the plan, the Associated Hospi- 
tals of Alberta has attempted to 
warn hospital boards and admin- 
istrators that they must be vigilant 
against petty interference, against 
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what the boards or the administra- 
tors might deem to be unwarranted 
interference by the Division in the 
day-to-day operation of hospitals. 
The Hospitals Division, in our 
opinion, has no ambition to be- 
come meddlesome or to become 
petty tyrants, but the inevitable 
drift is toward too much interfer- 
ence, too much regimentation, too 
much direction by the Hospitals 
Division in the affairs of the hos- 
pital. The Hospitals Division, it- 
self, has to fight against that tend- 
ency, because the last thing it 
wants to do or should want to do 
is to run hospitals. 


HOSPITAL ASSOCIATION’S FUNCTION 


When this hospital insurance 
scheme was instituted in the prov- 
ince, the annual convention of the 
Associated Hospitals of Alberta 
was warned quite definitely by its 
senior officers that the success of 
hospitals generally in maintaining 
their independence, their so-called 
autonomy, in the operation of hos- 
pitals would lie in the strength of 
the hospital association. The Hos- 
pitals Division in this province has 
been extremely cooperative. Its 
attitude has been to enlarge and 
magnify the role of the Associated 
Hospitals of Alberta, representa- 
tive as it is of all hospitals in the 
province. Quite occasionally, it has 
been suggested by the Division, 
“We think you should do so-and- 
so. We would prefer you to handle 
that matter. Of course, if you don’t, 
we'll have to.” As a result of that 
attitude, which we very much like, 
we have been gradually establish- 
ing a consultative service for all 
our hospitals. 

This situation is quite different 
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from that in some provinces where 
the governmental commission, or 
whatever the administering body 
may happen to be called, has as- 
sumed the functions which we in 
Alberta believe belong to the hos- 
pital association and not to the 
governmental body. On the whole, 
the Hospitals Division encourages 
the Associated Hospitals of Alberta 
to enlarge its activities, and this 
it is steadily trying to do. We, here, 
have had no experience with the 
activities of a hospital commission 
established or an independently 
functioning administrative body. 
We have had experience only with 
the operation of the plan by the 
Hospitals Division and from what 
I have seen of the two, I think that 
the operation by a hospitals divi- 
sion is the sounder method. 
Although the Hospitals Division 
has a chief director, he is, in fact, 
a senior officer in the Department 
of Health. The Minister of Health is 
a member of the provincial cabinet. 
Therefore, there is a very close 
liaison at all times between the 
Hospitals Division and the ulti- 
mate source of funds. The Minister 
of Health, as a member of the cab- 
inet and as a member of the house, 
becomes familiar with the state of 
mind and desires of the people of 
the province, insofar as the pro- 
vision of hospital services is con- 
cerned. I think that if a close liai- 
son, such as in Alberta between 
the Hospitals Division and the As- 
sociated Hospitals of Alberta, a 
voluntary body representing all 
hospitals, can be had, it makes an 
admirable combination for the 
operation of any hospital scheme. 
Another important area is that 
of community support of hospital 
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operation and expansion. The pub- 
lic in any hospital community 
should support the hospital, but 
this support depends on how thor- 
oughly the hospital educates its 
public and how fully the public 
understands the objectives of its 
hospital. Under a prepaid hospital 
care plan, the public tends to lose 
interest in hospital matters because 
it assumes that the government 
as custodian of tax funds is un- 
derwriting the cost of hospital 
construction and operation; that 
community support of hospital pro- 
grams is therefore unneeded. We 
have had this experience at Archer 
Memorial Hospital in Lamont. 


COMMUNITY NONPARTICIPATION 


Archer Memorial, founded by 
the Methodist Church, was started 
as a pioneer hospital in 1912, a 
cottage hospital, and it gradually 
grew under the church’s adminis- 
tration to become a 100-bed hos- 
pital. Every time there was an 
increase in the size or in the fa- 
cilities of this church hospital, the 
community had a part in the ex- 
pansion. For example, in 1947, 
when we built what we call the 
“new wing” of the hospital, more 
than $55,000 was raised in the 
community; there was a fine atti- 
tude on the part of the people. 
In contrast, when the nurses’ resi- 
dence was built, the community 
was not called upon for help and 
therefore took no part. 

There was no reason why the 
community should not have par- 
ticipated in a building campaign, 
but under the scheme of govern- 
ment grants and government guar- 
antees of the balance of the cost, 
the incentive for the board to go 
out to the people and move them 
to contribute to the cost was pretty 
well absent. In this regard, a hospi- 
tal insurance scheme which covers 
not only operating but also capi- 
tal cost is transgressing a principle 
that’s frequently laid down by 
politicians, and always by social 
workers; namely, that the people 
who are to be served by a hospital 
should contribute to its cost. In 
other words, something which is 
highly desirable is lost when no 
demand is made on the people’s 
pockets, directly. 

There is one way in which the 
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HE DECISION of the Province of 
Ontario to enter into a national 
plan of hospital care insurance in 
Canada was made early in 1956. 
At that time, the provincial gov- 
ernment determined that the plan- 
ning, operation and administration 
of the program in Ontario would 
be placed in the hands of a Hospi- 
tal Services Commission which was 
constituted as a corporation with- 
out share capital by the Hospital 
Services Commission Act of 1956. 
Subsequent revisions to the act 
in 1957 defined the constitution, 
responsibilities and authority of 
the Commission, establishing it as 
a separate and independent entity 
with wide powers to carry out its 
responsibilities. The act provided 
that the Commission should con- 
sist of not fewer than three and 
not more than seven members, to 
be appointed by the Lieutenant- 
Governor of Ontario. All commis- 
sions are required to report to the 
provincial government through a 
cabinet minister and the Minister 
of Health has been designated as 
the Minister for this purpose. He 
is responsible also for administer- 
ing the act. 
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commissioner s 
outlook 


by JOHN 8B. NEILSON, M.D. 





The author describes the develop- 
ment of a provincial hospital services 
operating 
philosophy, reports the administrative 
problems it faces and assesses its con- 
tribution to better patient care after 
more than two years of experience. 


commission, discusses its 





The function of the Commission 
is defined in section 7 of the act, as 


follows: 
“It is the function of the Com- 
mission and it has power, 
“(a) to ensure the develop- 
ment throughout Ontario of a 
balanced and integrated sys- 
tem of hospitals and related 
health facilities; 
““(b) to approve the establish- 
ment of new and additional 
hospital and related health fa- 
cilities; 
“(c) to determine the amount 
of and pay grants for hospital 
construction and maintenance; 
““(d) to establish and operate, 
alone or in cooperation with 
one or more organizations, in- 
stitutes and centres for the 
training of hospital and related 
personnel; 
“(e) to conduct surveys and 


research programmes and to 
obtain statistics for its pur- 
poses; 
““(f) to administer and enforce 
the Public Hospitals’ Act and 
the regulations thereunder, 
and the Private Hospitals’ Act 
and the regulations thereun- 
der;” 

Also, in section 14 of the act, the 
following two paragraphs appear: 

“In addition to the duties and 
powers enumerated (above), 
it is the function of the Com- 
mission and it has power, 
‘““(a) to determine the amounts 
to be paid to hospitals and to 
pay hospitals for insured serv- 
ices provided to insured per- 
sons under the plan of hospital 
care insurance . . . according 
to the cost as determined in 
accordance with this Act and 
the regulations.” 

The above excerpts from the act 
indicate that the Commission has 
three major responsibilities: (1) 
to determine the need of hospitals 
and hospital services for the pop- 
ulation of the province; (2) to 
ensure the development of a sys- 
tem of hospitals and related health 


63 





N : 
$ 7,429,359, 

















—_—_—_}+—- —__—_—__+— 


/ 





MILLIONS OF DOLLARS 











$ 2,060,467 








| 





PAID IN FISCAL YEAR 


1955-56 


facilities which are considered ad- 
equate to meet the need as deter- 
mined, and (3) to arrange for the 
financing of all hospitals approved 
by the Commission and to pay the 
approved operating costs of the 
hospital. It is quite obvious that 
the responsibilities of the Commis- 
sion go far beyond the operation of 
a hospital insurance plan. 


EARLY COMMISSION DECISIONS 


The first meetings of the Com- 
mission were concerned primarily 
with planning for the insurance 
aspects of the program and three 
major decisions had to be reached 
early in planning. The first of these 
was the date of commencement of 
the hospital care program. When 
the rather formidable size and 
scope of the assignment was ex- 
amined, the Commission was con- 
vinced that acceptance and success 
of the program could depend large- 
ly upon careful and methodical 
planning. It was agreed, therefore, 
that a starting date of Jan. 1, 1959, 
be aimed at, which would leave 
two and one-half years for plan- 
ning and organizational develop- 
ment. The wisdom of leaving am- 
ple time for planning purposes was 
demonstrated by the relatively 
smooth inception of the plan on its 
starting date. 

The second decision related to 
the scope of hospital services to be 
made available under the plan. 
Federal legislation required that 
certain basic hospital services be 


1957-58 


1958-59 


provided in any provincial plan, 
but other services were left on an 
optional basis. It was determined 
finally that the plan in Ontario 
would provide not only the re- 
quired “inpatient services” for in- 
sured persons in the province ad- 
mitted to an “active treatment” 
hospital, but the same _ services 
would be made available to pa- 
tients designated as “convalescent 
or chronically ill’. The only service 
provided to insured residents of 
the province on an “outpatient” 
basis was emergency care if given 
in a hospital within 24 hours of an 
accident. The inclusion of these 
latter types of care, especially for 
chronic illness, was based on the 
conviction that proper use of 
hospital facilities required the 
availability of chronic care units. 
Furthermore, chronic care was 
recognized as a problem which 
would have to be faced at some 
time in any hospital care program. 


METHOD OF FINANCING 


The third decision was concerned 
with the methods of financing the 
insurance plan under the terms of 
the agreement between the prov- 
ince and the federal government, 
whereby the senior level of gov- 
ernment would contribute approxi- 
mately 45 per cent of the costs of 
the plan in Ontario. To meet the 
provincial portion of the cost of 
the plan, it was decided that a 
premium would be charged to all 
residents of the province enrolled 


and insured in the plan and that the 
premium receipts would be supple- 
mented by provincial subsidy to 
produce the required finances. In 
determining that at least a portion 
of the cost of the plan would be 
met by premiums, there was the 
conviction that the requirement of 
premium payment would give resi- 
dents of the province an apprecia- 
tion of the value of the plan as 
distinct from the “something-for- 
nothing” attitude which could de- 
velop if no premium were paid. 
Another factor influencing this 
decision was that at the time the 
initial planning commenced, almost 
70 per cent of the people in the 
province had some form of prepaid 
hospital insurance and had become 
accustomed to making premium 
payments. No serious objection has 
been raised in the province to the 
premium payment. 

The premium rate coming into 
effect at the start of the plan, and 
still in effect, was $2.10 monthly 
for the single rate and $4.20 month- 
ly for the family rate. These pre- 
mium rates along with the federal 
and provincial subsidies were suf- 
ficient to carry the plan financially 
for the years 1959 and 1960. The 
greater costs of the plan in 1961 
are being met by higher federal 
payments on the percentage ar- 
rangement, while the provincial 
subsidy has been augmented to 
meet the costs without any in- 
crease in the original premium 
levels. 


ADMINISTRATIVE MACHINERY 


Associated with the decision to 
use a “premium” plan was the de- 
cision to make the plan semicom- 
pulsory. The result was that there 
was a mandatory application to all 
groups of employed persons num- 
bering 15 or more, with the em- 
ployer required to collect and re- 
mit premiums at his expense. All 
other residents of the province are 
permitted to enrol in the plan on 
a voluntary basis. 

With the above matters resolved, 
the Commission was faced with the 
necessity to develop the adminis- 
trative machinery to deal with the 
insurance aspects of the plan. The 
major carrier of prepaid hospital 
insurance at that time was the 
Blue Cross Plan for Hospital Care, 
which was owned and operated by 
the Ontario Hospital Association. 
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This Blue Cross Plan had an en- 
rolment of 2.3 million persons in 
1958, practically all of whom were 
in plans of the service type. The 
Commission recognized that here 
was a ready-made and operating 
organization accustomed to deal- 
ing with a large volume of prepaid 
hospital care on an insurance basis. 
Negotiations between the Commis- 
sion and Blue Cross were carried 
on with the final result that almost 
the entire Blue Cross organization 
became part of the Commission’s 
staff, with the responsibility of ad- 
ministering the insurance functions 
of the plan. The possibility of the 
Blue Cross organization operating 
as an agency of the Commission 
was examined very carefully. If 
this were done, it was recognized 
that the arrangement could be 
resisted and criticized by other 
carriers in the field of hospital 
insurance and, further, the unre- 
stricted scope of the program, and 
especially the decision to include 
chronic care, practically precluded 
any arrangement on an agency 
basis. In addition, it was obvious 
that the Blue Cross organization 
was able to carry on only a portion 
of the Commission’s responsibili- 
ties. 

Subsequent steps were taken to 
ensure by appropriate legislation 
that detailed regulations, having 
the effect of law, were written and 
published respecting the insurance 
plan. Included in these regulations 
was the prohibition on any insur- 
ance carrier to offer for sale any 
part of the basic hospital services 
included in the Commission’s pro- 
gram. Also prohibited in the prov- 
ince was the sale of any insurance 
policy which provided an increased 
payment as a sickness benefit, if 
the insured were admitted to hos- 
pital. 


ENROLMENT CAMPAIGN 


The results of the energetic en- 
rolment campaign carried on in the 
province during most of 1958 were 
beyond expectations and by Jan. 1, 
1959, a total of 5.35 million resi- 
dents of the province were enrolled 
and insured in the plan—approxi- 
mately 91 per cent of the popula- 
tion. This high level of enrolment 
has been maintained, reaching 5.83 
million people by Dec. 31, 1960, 
which is approximately 95 per cent 
of the population. 
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This brief review of the planning 
and development of the insurance 
aspects of the program has been 
given to indicate the general prin- 
ciples and policy decisions which 
were accepted, and also to show 
that some administrative problems 
would inevitably follow during the 
period of enrolment and as the 
plan began operations. The Blue 
Cross Plan, with its organization 
geared to handle an enrolment of 
2.3 million people, was called on, 
in a relatively brief period of time, 
to deal with an enrolment of 5.35 
million persons. This substantial 
increase in responsibility was not 
accomplished without growing 
pains and numerous difficulties, 
but procedures have now been 
established and tested which per- 
mit the whole operation of enrol- 
ment and notification and collec- 
tion of premiums to _ proceed 
smoothly. At the present time, 
premium collections are approxi- 
mately $8.6 million monthly and 
payments to hospitals are approxi- 
mately $18 million monthly. 

Claims administration has pre- 


sented some difficulties in ensuring, 
by examination of claims, that 
noninsured services are not pro- 
vided, chiefly diagnostic and treat- 
ment services which could be 
given outside the hospital. One 
other difficulty in claims adminis- 
tration is identification of the 
chronically ill person who requires 
hospital care by reason of demon- 
strated medical necessity and who 
is to be distinguished from the 
“domiciliary” or “custodial” person, 
who does not need hospital care. 
This necessitates submission of re- 
ports on “long-stay” patients in 
active treatment and chronic care 
hospitals by physicians and the hos- 
pitals. Greater experience with the 
plan by patients and hospitals is 
making claims administration an 
easier process and the cooperation 
and understanding of physicians 
gradually is being brought about by 
direct contact with Commission 


staff. 


PARTICIPATING HOSPITALS 


In its relations with hospitals, 
the Commission was faced initially 
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with listing in an agreement with 
the federal government all hos- 
pitals and institutions which were 
to participate in the plan, thus re- 
ceiving payment from the Com- 
mission of allowable operating 
costs incurred in giving insured 
hospital services to insured persons. 
The complexity and diversity of 
the Commission’s relationships 
with hospitals can be illustrated by 
the fact that on Dec. 31, 1960, 332 
hospitals and related institutions 
in the province were approved 
by the Commission for participa- 
tion in the plan. Of the 332 hos- 
pitals and related institutions, 209 
were of the “public” variety with 
33,000 beds; 53 were “private” or 
“proprietary” hospitals with 1421 
beds; 11 were hospitals operated 
by the federal government with 
2392 beds, and 49 were nursing 
homes with a potential of 944 beds 
approved for the provision of 
chronic care. Of the total of 37,757 
beds in the hospitals and nursing 
homes, 30,129 were classed as 
“active treatment’; 573 were for 
“convalescent care’’, and 7055 were 
classed as of the “chronic care” 
type. 


COMMISSION’S OPERATING PHILOSOPHY 


In considering its relationship 
with hospitals, the Commission had 
to develop some philosophical 
points of view before deciding on 
the type of organization required 
to maintain its contacts with the 
hospitals. The principal points of 
view are as follows: 

1. The Commission does not be- 
lieve it is desirable to develop a 
government-operated and con- 
trolled system of hospitals provid- 
ing care of the types for which the 
Commission has responsibility. The 
Commission feels that hospitals 
should be encouraged to continue 
to develop as community-spon- 
sored and operated institutions, 
with their own hospital boards of 
trustees having authority to make 
decisions affecting the operation of 
their hospitals. 

2. The Commission wishes to 
encourage and support improve- 
ment of hospitals to provide better 
hospital services in better hospital 
facilities and is prepared to accept 
the costs of improved services and 
to authorize payment of capital 
grants, as made available by gov- 
ernment legislation, for capital 


improvement of hospitals. Since 
the Commission has the responsi- 
bility of exercising control over the 
total costs of the hospital care 
plan, it must have the right to see 
that the development of hospital 
beds and facilities does not go 
beyond what is considered neces- 
sary by the Commission to provide 
adequate hospital services to the 
population of the area served by 
the hospital. 

3. The Commission wishes, in 
partnership with the hospitals in 
the province, to plan and develop 
a system of hospitals to assure the 
highest quality of hospital and 
medical services to the people of 
the province. 

4. The Commission, being the 
agency responsible for paying the 
majority of the hospitals’ operating 
costs, considers it reasonable that 
the hospitals submit annually to 
the Commission, on a prescribed 
form, detailed budgets covering the 
operation of the hospitals for the 
budget year. The Commission as- 
sures the hospitals that the budgets 
will be subject to careful and de- 
tailed review before the financial 
arrangements between the hospi- 
tals and the Commission are de- 
cided and the hospitals will have 
the right of appeal against any 
fiscal decision of the Commission. 

The contacts with hospitals are 
carried on through the Hospital 
Services Branch of the Commis- 
sion, which consists of three di- 
visions—Research and Statistics, 
Planning, and Consulting Services. 
A review of the function of each 
of these divisions will illustrate 
some of the administrative prob- 
lems. 

The Research and Statistics Di- 
vision obtains and compiles a wide 
variety of information relating to 
hospital utilization which is used 
for planning purposes and for the 
preparation of reports and returns. 

The Commission receives an “ad- 
mission and discharge” form on 
every patient treated in hospital 
and information, such as place of 
residence, age, sex, length of stay, 
etc., and morbidity and mortality 
data are coded, entered on punch 
cards and extracted in tabular 
form in the data processing de- 
partment. 

The utilization data reaching the 
division, together with projections 
of population growth and consider- 


ations of various economic factors, 
has permitted province-wide stud- 
ies of hospitals in relation to their 
service areas and types and extent 
of their facilities. From these stud- 
ies has come a master plan for a 
hospital system, which classifies 
hospitals of the “regional”, “dis- 
trict” and “community” types, and 
a delineation of the service area of 
each hospital or group of hospitals. 
Projections of bed needs in all hos- 
pitals have been carried forward 
for five-year periods to 1966 and 
1971. The master plan is kept 
under constant review and serves 
as the approach to hospital plan- 
ning in Ontario. 

The main administrative prob- 
lem in this division is the deter- 
mination of what statistical infor- 
mation really is needed to permit 
adequate assessment and study of 
the various factors involved in hos- 
pital utilization. With morbidity 
and mortality statistics this is 
especially true, since this data can 
be produced in almost endless 
quantity and analyzed in a great 
variety of ways. 


HOSPITAL PLANNING ACTIVITIES 


The Planning Division has as its 
principal function the provision of 
a balanced and integrated system 
of hospital and related health fa- 
cilities—a responsibility which cer- 
tainly is challenging and complex. 

The Planning Division of the 
Commission staff is concerned with 
applying the information in the 
master plan towards the develop- 
ment of adequate hospital facilities 
throughout the province. Forecasts 
and studies of hospital utilization 
have indicated that for active 
treatment purposes, the availability 
of sufficient beds to give a volume 
of 1550 days of hospital care per 
1000 of population per year is an 
adequate, and reasonably generous, 
provision. To meet this volume of 
care will require five beds per 
thousand population, with the beds 
distributed on a proper utilization 
basis in “community”, “district” 
and “regional” hospitals. In plan- 
ning, development of hospital beds 
beyond the above level is being 
limited. 

The Planning Division has recog- 
nized that varying patterns of hos- 
pital utilization have developed 
across the province and that wide 
variations in the volume of care 
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provided have occurred. To under- 
stand all the factors involved in 
hospital utilization is a difficult 
matter, because patterns of medical 
care and practice are part of the 
problem along with the availability, 
or lack, of hospital beds and facili- 
ties. The Planning Division feels 
that approval of additional hospital 
beds can be given only if there is 
clear demonstration of need. 

Four years of experience with 
hospital planning and development 
has brought a reasonably general 
acceptance of the approach on a 
“volume-of-care” basis. An ade- 
quate supply of beds of the active 
treatment type is now available, 
or soon will be available, in most 
parts of the province. The excep- 
tion is in the large urban areas 
where the expansion of hospital 
facilities has not kept pace with 
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the population growth and where 
a relative shortage of hospital beds 
has existed for a long time. 


DEMAND OR NEED? 


The Commission has recognized 
that the advent of a hospital care 
plan, having practically no restric- 
tions, can result in greater utiliza- 
tion and increased length of stay. 
It does not necessarily follow, how- 
ever, that more hospital beds have 
to be built to meet utilization de- 
mands as distinct from utilization 
needs. The more the whole matter 
is studied, the more obvious be- 
comes the conclusion that the utili- 
zation of hospitals is related direct- 
ly to the availability of beds—in 
other words, if beds are available, 
they will be filled with patients. 
The only effective controls, there- 
fore, on utilization, and hence on 


the total cost of a hospital care 
plan, are those which are directed 
toward limitations on the amount 
of hospital facilities, which must 
be viewed in relation to need. 

It is recognized also that the 
proper development of a hospital 
system requires the proper alloca- 
tion of beds for short-term and 
convalescent care, for chroni¢ care 
and, importantly, an adequate 
supply of accommodation for pure- 
ly domiciliary or custodial persons. 
The cooperation and understanding 
of patients, physicians and hospi- 
tals are very much needed to bring 
about the most effective and eco- 
nomical use of hospital facilities. 
The application of a plan for hos- 
pital development is an essential 
part of the approach towards the 
whole problem. 

Soon after the hospital care plan 
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commenced, an imbalance of hos- 
pital accommodation became ap- 
parent, for the supply of beds for 
the chronically ill was inadequate 
in many parts of the province. 

Studies which had been con- 
ducted gave some support to the 
contention that it should be possi- 
ble to determine the need for beds 
for the chronically ill with some 
accuracy. Accepting the definition 
of the chronically ill person as one 
who requires hospital care because 
of “medical necessity”, and recog- 
nizing the trend towards the pro- 
vision of more bed care sections in 
homes for the aged, it was esti- 
mated that the need was one bed 
per thousand population. This fig- 
ure is weighted upwards or down- 
wards in relation to the number 
of persons more than 65 years of 
age in the population being con- 
sidered. 


CHRONIC BED NEEDS 


A study of the whole province 
was undertaken on a county basis 
to determine the need for chronic 
beds in each county and the num- 
ber of beds available. When a 
“shortage” of beds was demon- 
strated in a county, members of 
the Commission staff visited the 
county to examine all nursing 
homes and determine which might 
be considered suitable for approval 
by the Commission to provide care 
for the chronically ill. During a 
two-year period, 49 selected nurs- 
ing homes with a total of 944 beds 
were approved. With these beds, 
and those that have been added 
in public institutions, the estimated 
need of beds for the chronically ill 
has been met, although some prob- 
lems in bed distribution remain. 

The approval of nursing homes 
for the provision of chronic care 
has been on a “temporary” basis; 
approval is given for only one year 
at a time, with the understanding 
that if and when chronic care fa- 
cilities become available in public 
institutions, approval will be with- 
drawn. Recently, therefore, ap- 
proval has been withdrawn from 
three nursing homes. 

The importance of the chronic 
care problem and the necessity of 
spreading the views of the Com- 
mission led to adding of a physi- 
cian to the staff. He has traveled 
extensively in the province during 
the past two years, meeting with 
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physicians, hospital staffs and wel- 
fare officials. This direct contact 
has been of great assistance in 
dealing with the whole chronic 
care problem. 

The Commission staff is active 
in encouraging provision of re- 
quired chronic care facilities as 
“chronic care wings” of general 
hospitals, believing that this is the 
best way to deal with chronic care 
at the local level. In the larger and 
more populous areas, several hospi- 
tals designed and equipped for 
provision of chronic care only have 
been constructed, or are in the 
process of building. 

In setting up consulting services, 
the Commission has taken the 
view that well-qualified consult- 
ants on various aspects of hospital 
operations can be of great assist- 
ance in direct contacts with the 
hospitals, The consultants are re- 
quired to visit hospitals and assist 
with their problems, to interpret 
Commission policies and directives 
and generally to come to know the 
hospital and its operations thor- 
oughly. The consulting staff has 
not been looked upon as “inspec- 
tors” acting on behalf of the Com- 
mission. 

As with all activities of this size 
and scope, there is a _ natural 
tendency to develop relatively 
rigid standards applicable to all 
hospitals. The Commission has re- 
sisted this tendency, with the ex- 
pectation that the hospitals with 
the assistance of the consultants 
can achieve maximum efficiency of 
operation commensurate with ac- 
ceptable levels of patient care. 


THE HOSPITAL BUDGET 


Probably the most sensitive and 
controversial relationship between 
the Commission and the hospitals 
is that of financing. This relation- 
ship is a complex matter, which 
could be the subject of a whole 
paper, so only the main principles 
can be considered here. 

1. Each public hospital is re- 
quired to prepare and submit to 
the Commission a detailed budget 
on a prescribed form which shows 
the estimated gross operating costs 
of the hospital for the calendar 
year. 

2. From the gross operating cost, 
as shown in the budget, are ex- 
cluded certain ‘‘nonallowable’”’ 
costs, among which are “capital 


costs”—the costs of servicing debt, 
amounts expended on the purchase 
of land and buildings and any pro- 
vision for depreciation on the value 
of land and physical plant. 

3. From the gross operating cost 
are deducted the so-called “off- 
setting revenues” accruing to the 
hospital from cafeteria operations, 
provision of accommodation for 
staff, receipts from services to out- 
patients and payments received for 
care of noninsured patients and for 
patients who are the financial re- 
sponsibility of the Workmen’s 
Compensation Board and the De- 
partment of Veterans Affairs. Also 
deducted is 50 per cent of the 
revenue derived from preferred ac- 
commodation (private and semi- 
private). 


PER DIEM RATE 


The result of the deductions from 
the gross operating costs of the 
hospital is the “net allowable cost” 
of providing services at the “stand- 
ard ward” level to all persons ad- 
mitted to hospital whose care is 
the financial responsibility of the 
Commission. When this allowable 
cost is divided by the estimated 
number of days of care to be given 
to adult and children patients dur- 
ing the year, the “per diem rate” 
of the hospital is determined, 
which, it will be noted, is an in- 
clusive rate. 

To carry on the financial rela- 
tionship with the hospitals, 15 
“regional representatives”, all with 
accounting degrees, have been ap- 
pointed to the consulting staff on 
finance. Each of these representa- 
tives has assigned to him a certain 
number of hospitals for which it 
is his responsibility to see that the 
budget is prepared properly before 
submission. He also is required to 
prepare the hospitals’ budgets for 
review by the rate board and to 
examine the monthly operating 
statements of the hospitals and the 
audited year-end financial state- 
ment which is used in determining 
the final settlement with the hos- 
pital. This close contact between 
the hospitals and the Commission, 
through the regional representa- 
tives, has been of great advantage 
in bringing the financial operations 
of the hospitals into a pattern and 
permitting better understanding of 
the hospital and its fiscal policies. 

The “rate board” is appointed by 


HOSPITALS, J.A.H.A. 








the Commission and has the re- 
sponsibility of examining each hos- 
pital budget in detail and deter- 
mining the costs to be allowed to 
the hospital for the year, The 
board is composed of experienced 
hospital administrators who are 
full-time members of the staff of 
the Commission, along with repre- 
sentatives from the Finance Di- 
vision and the Insurance Branch. 
All members of the consulting staff 
are available to the rate board, as 
required. 

In reviewing budgets, the rate 
board is aware that hospitals are 
primarily service institutions and 
that it is very difficult to measure 
with accuracy the elements of 
service in terms of cost. It is real- 
ized that the quality of patient 
care does vary from hospital to 
hospital and that this quality is 
not easily assessed. It is also 
recognized that costs of hospital 
care are rising steadily, with no 
apparent tendency towards stabi- 
lization. All these factors make the 
job of the board, which is con- 
cerned primarily with hospital 
costs, one of singular difficulty. The 
board is not prepared to accept 
that variations in cost of operations 
in comparable hospitals can be at- 
tributed wholly, and without argu- 
ment or discussion, to variations in 
the quality or level of care given 
to patients. 

As an approach to budget re- 
view, the rate board has considered 
that the hospital budget should be 
an indication of the fiscal policy 
of the hospital and that it also 
should make evident the quality of 
management in the hospital. If the 
board can be satisfied by careful 
review of the budget that an ade- 
quate level of patient care is being 
provided at reasonable cost in a 
well-managed institution, it is pre- 
pared to accept the costs as pre- 
sented. 

With increased experience in 
budget review, the board has been 
able to recognize and develop cer- 
tain comparative standards which 
are used in judging hospital oper- 
ating efficiency. These standards 
are concerned with such items as 
paid hours of work of staff, costs 
of raw food purchases and costs of 
drugs, medicines and surgical sup- 
plies—all related to days of care 
given to patients. It is recognized 
that acceptable variations from 
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standards can occur, but when 
there is a wide variation, the hos- 
pital is requested to explain it. 


APPEAL FROM DECISION 


It is inevitable in any financial 
relationship that difference of opin- 
ion will occur, so the rate board oc- 
cupies a considerable amount of 
time in hearing appeals concerning 
its decisions. The right of appeal 
is available to all hospitals and 
frequently the points brought out 
in the appeal help to better assess 
the difficulty and bring about 
better understanding. 

All public hospitals are dealt 
with by the board on a “budget 
review” basis, but private hospitals 
and nursing homes approved for 
chronic care are handled on “‘con- 
tract rates’ which are determined 
for a period of one year. The gen- 
eral principle followed is that the 
private hospital is paid a daily 
rate for care of insured persons, 
which is approximately the rate 
the Commission would have to pay 
for equivalent service in a com- 
parable public hospital. Admitted- 
ly, there is difficulty at times in 
developing acceptable contract 
rates with private hospitals when 
the operation of the hospital is for 
profit. The capital costs of private 
hospitals are an added difficulty 
also, for these have to be looked on 
as operating costs, whereas such 
capital costs are not allowed to pub- 
lic hospitals. Present thinking is 
that no further private hospital 
licenses should be granted. 

It is recognized that under a hos- 
pital care plan which guarantees 
the hospital its operating costs, 


the author ‘ 


there can be a tendency for hos- 
pital administrators to exercise 
little effort to improve operating 
efficiencies because any savings in 
operating costs are not retained by 
the hospital. The Commission has 
understood that the major prob- 
lem facing hospitals had been that 
of obtaining their costs of opera- 
tion. With this problem resolved, 
the hospital administration can 
turn its attention more to the im- 
portant matter of improvement of 
medical care, which should offer 
sufficient challenge and incentive 
to any hospital administrator. 
There remains, however, the con- 
tinuing need for examining and 
encouraging efficiency in hospital 
operations and in effecting econo- 
mies where possible. How this en- 
couragement is to be given, if not 
by financial incentives, is being 
studied, but with recognition that 
major economies can be realized 
only in the expenditure of capital 
funds which are excluded from al- 
lowable costs. The Commission 
staff examines closely every pro- 
posal, brought to it by a hospital, 
which indicates the possibility of 
effecting economy in operation. 
Some of these proposals have been 
accepted, with assistance in grants 
being given by the Commission. 


OTHER CONSULTING SERVICES 


Other consulting services may be 
mentioned briefly. Consultants in 
nursing have visited most hospitals 
in the province to examine pat- 
terns of nurse utilization and, in 
several hospitals, to examine very 
closely the actual work done by 
the registered nurse and auxiliary 

Continued on p. 124 
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Atalanta was a beautiful hunt- 
ress and fleet of foot, according to 
the Greek myth. She had sworn to 
marry only that suitor who could 
outrun her. The penalty for the 
suitor who tried and failed was 
death. Milanion, no less ardent but 
more clever than the unsuccessful 
suitors, decided to deflect Atalanta 
during the race by dropping, one 
by one, three golden apples. Ata- 
lanta, who loved 
gold, turned aside 
to pick up the ap- 
ples, so Milanion 
won the race and 
Atalanta as his 
bride. 


Spe in response to internal 
political and socioeconomic 
developments, has turned aside, 
like Atalanta, from strict adher- 
ence to the principles of what is 
called in the United States the 
voluntary hospital system to pick 
up the first golden apple—govern- 
ment-sponsored prepaid inhospital 
care for the total population of the 
country. Athwart Canada’s path 
now lie the two remaining golden 
apples of prepaid outpatient diag- 
nostic services and treatment, and 
prepaid medical care. 

The Canadian people have char- 
acteristically sought to solve health 
care problems through social legis- 
lation. Early in the present cen- 
tury, as other articles in this 
Journal indicate, limited efforts 
were made to resolve health care 
issues by political action. This tend- 
ency to political action led to a 
growth in the number and scope 
of legislative arrangements to pro- 
vide for health care at both mu- 
nicipal and provincial levels of 
government. It was perhaps inev- 
itable that this tendency should 
culminate, as it did, in the federal 
Hospital Insurance and Diagnostic 
Services Act, which became effec- 
tive July 1, 1958. (This topic is 
discussed more fully by Malcolm 
G. Taylor, Ph.D., in his article be- 
ginning on page 42.) 


PURPOSE OF THE ACT 


This act was primarily designed 
(1) to relieve persons who could 
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One of the editors of the Journal 
spent a month in Canada formally 
interviewing nearly 60 leaders in the 
health field and informally talking 
with many others. Approximately 12,- 
000 miles of travel and 260 pages of 
transcript became the basis for the 
accompanying report which supple- 
ments and complements the other pa- 
pers in this special issue on the Cana- 
dian program for prepaid hospital 
care. 





ill afford the bur- 
den of hospitaliza- 
tion costs, at the 
same time assuring 
them of the oppor- 
tunity to get the 
kind of hospital 
care and treatment they required 
regardless of their ability to pay, 
and (2) to relieve hospitals of 
their growing accounts receivables, 
at the same time assuring them of 
revenue adequate to provide the 
kind of care and services to their 
communities which were essential 
to raising the level of health among 
the population generally. 

The Canadian approach to solv- 
ing the problem of providing and 
paying for hospital care is in dis- 
tinct contrast to that of the United 
States. Canada has resorted to 
government financing of hospital 
costs, through federal-provincial 
sharing of costs, and to this degree 
Canada has departed from the 
principles of the voluntary hospi- 
tal system which are still main- 
tained in the United States. The 
United States has resorted to vol- 
untary prepayment plans and to 
commercial insurance plans to meet 
rapidly increasing hospital costs, 
with any tendency to turn to the 
federal government for financial 
assistance being strenuously 
avoided. 


EXPERIMENTAL PROGRAMS 


Although the basic legislation 
upon which Canada’s national hos- 
pital prepayment program rests is 
the Hospital Insurance and Diag- 
nostic Services Act, three prov- 
inces, Saskatchewan, British Co- 
lumbia and Alberta, had programs 
of prepaid hospital care in effect 
for several years prior to the pas- 


sage of the federal act. These prov- 
inces constituted an experimental 
sociopolitical laboratory for the 
rest of the country, and the prin- 
ciples and procedures they devel- 
oped have been adopted by the 
others, although modified by each 
province according to its peculiar 
political and social philosophy and 
ethnic background. For example, 
Quebec is politically conservative 
in the traditional French sense of 
conservatism. Thus Quebec was 
the last province to sign an agree- 
ment with the federal government, 
which delayed its hospital prepay- 
ment program until Jan. 1, 1961, 
two and a half years after the 
enactment of the federal legisla- 
tion. 

The British North America Act 
of 1867, which is comparable to the 
Constitution of the United States, 
established the federal system of 
Canada and specifically delegated 
matters of health to the provinces. 
Therefore, the present national 
prepayment program of inhospital 
care in Canada is not national in 
the same way as the National 
Health Service of Britain. The 
Canadian program is not adminis- 
tered from Ottawa nor directed by 
the Department of National Health 
and Welfare, although the federal 
government supports the program 
financially and exerts an influence 
on the provincial plans by means 
of its construction grants for new 
facilities and renovation or expan- 
sion of existing plants. Control of 


HOSPITALS, J.A.H.A. 








CANADAS PROGRAM OF PREPAID HOSPITAL CARE 


canvass ot opinion 


by WILLIAM McKILLOP 


health matters, including inpatient 
care prepayment plans, has re- 
mained a provincial affair, al- 
though federal sharing of the costs 
of operation of these plans has 
certainly encouraged their devel- 
opment. 


PROVINCIAL VARIATIONS 


The provincial plans vary in 
several important respects, among 
which are differences in organiza- 
tional structure and methods of 
financing operations. (These var- 
iations are discussed in detail by 
W. Douglas Piercey, M.D., in his 
article beginning on page 46.) The 
varied administrative machinery of 
the plans includes a hospitals divi- 
sion in the department of public 
health of the province, an inde- 
pendent commission reporting to 
the minister of health of the prov- 
ince, and a hospital commissioner 
and his staff. The size of the ad- 
ministrative bodies of the provin- 
cial plans also varies, depending 
mainly on their functions, but also 
partly on the size of the provincial 
populations covered. 

Provinces tend to view their 
particular arrangements with sat- 
isfaction. Those with independent 
hospital commissions, for example, 
speak very favorably of this ar- 
rangement, assuming that the in- 
dependent commission provides an 
additional bulwark against gov- 
ernment encroachment on hospital 
prerogatives. The chairman of one 
provincial commission said, “The 
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commission is not government and 
it is not hospitals. We like to think 
that it is independent of both, but 
that it stands in the middle and 
represents both.” There are hos- 
pital administrators who would 
agree that this commission “‘is not 
hospitals”, but who would not 
agree that it “is not government”. 
To them it is, for they must sub- 
mit their budgets to it for approval 
and it sets their daily rates and 
regulates standards of nursing care, 
etc. 

Sources of funds to finance plan 
operations include one or more of 
the following: (1) a premium sys- 
tem; (2) a hospitalization tax; (3) 
a general sales tax; (4) a hospital 
sales tax; (5) a municipal and dis- 
trict assessment with the province 
making up the balance, and (6) 
the consolidated revenue of the 
province. An addition to funds 
from these sources, of course, is 
the federal government’s contribu- 
tion. Also, some provinces make 
capital assistance grants and others 
underwrite any deficit in operating 
revenue so that costs are met. 


SOURCES OF VARIATIONS 


These variations reflect the so- 
cial philosophies of the parties in 
power in each province when the 
plans were established, the politi- 
cal expediency of one arrangement 
compared with another and the 
feasibility of one method compared 
with another in terms of cost and 
available equipment and personnel. 


British Columbia, for example, be- 
gan with a premium system, but 
abandoned it because a highly mo- 
bile population outside the large 
urban centers made collection of 
premiums both costly and difficult. 
Consequently, the government in- 
stituted a two per cent general 
sales tax to underwrite the pro- 
vincial share of the cost of the 
program. 

Ontario, however, which has a 
relatively stable population, and 
which has a very effective Blue 
Cross organization covering a large 
percentage of the population, con- 
tinues to use the premium meth- 
od. Since Blue Cross, which could 
no longer write coverage for stand- 
ard accommodations, had plenty of 
equipment and personnel, the hos- 
pital commission, after negotiation, 
simply took over both in large part. 
Therefore, setting up a collection 
system for the population of On- 
tario became a relatively simple 
task. Furthermore, the Ontario 
legislation required a payroll de- 
duction method of collecting pre- 
miums from employees in groups 
of 15 or more. All these factors 
made a premium system for On- 
tario satisfactory. 

Political expediency was reflect- 
ed, for example, in Quebec’s quick 
leap into a plan soon after the pro- 
vincial election. Provision of such 
a plan had been in the platform of 
the winning party in Quebec, so it 
was quickly put into’ effect. This 
was not done without study, how- 
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ever, because the losing party had 
released the findings of a year-long 
study on the subject previously. 
The newly elected government, of 
course, made good use of these 
findings in establishing its plan. 

The general reaction in each 
province to the government-spon- 
sered hospital prepayment plan 
has been highly favorable. The 
public has been enthusiastic, right- 
ly appreciating that adequate hos- 
pital care is now available to all 
apart from ability to pay for it, 
but wrongly assuming that such 
care is free because the govern- 
ment is paying the bill, a delusion 
widely shared by other peoples. 

Only one of the informally in- 
terviewed members of the public, 
a taxi driver, born and raised in 
Chicago, objected ‘‘on principle” 
to the compulsory aspect of the 
plan. He agreed that the benefits 
were fine, but he objected to any 
plan that was compulsory. 


PHYSICIAN REACTION TO PLANS 


The physicians interviewed ex- 
pressed great appreciation of the 
provincial plans, saying they can 
now proceed with necessary in- 
hospital diagnostic services and 
treatment without being concerned 
about patients’ ability to pay. This 
is especially important because of 
the changing nature of medical 
practice: physicians are relying 
more on complicated and expen- 
sive tests, and using them more 
frequently for diagnostic purposes, 
and are ordering more potent and 
expensive drugs for treatment. In 
addition, the cost of specialized 
surgery, such as cardiac, neuro- 
logical, renal, etc., would be often 
prohibitive, both to the hospital 
and the patient, without the pres- 
ent scheme of prepayment. 

Hospital administrators and 
boards of trustees are satisfied in 
the main with the plans, especially 
with the freedom from fear of in- 
solvency and lowered standards 
that nagged them constantly be- 
fore the inception of the plans. No 
hospital administrator was en- 
countered who would be willing 
to return the previous method of 
financing hospital operations. All 
were content to be free of fund- 
raising activities for current oper- 
ations. (For a fuller treatment of 
the administrative point of view, 
see the article by A. L. Swanson, 
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M.D., and E. V. Wahn, D.H.A., be- 
ginning on page 53.) 

Dimming the bright sky of a 
fiscally sound operating environ- 
ment for hospitals, however, is the 
possibility of future increased gov- 
ernment control of hospitals. This 
is the major preoccupation of hos- 
pital administrators and trustees 
in Canada today. 

One of the results of the Cana- 
dian program is some reduction of 
hospital control at the local level, 
although the reduction has not 
equaled the earlier expectations of 
persons in the field. 

Mr. A. F. Fuerth, chairman of 
the board of Hotel Dieu of St. 
Joseph, Windsor, Ont., and past 
president of the Ontario Hospital 
Association, stated, “At the present 
time, there has been no real effect 
on the former autonomy of the 
hospitals, but it’s gradually coming 
along as we would expect it to 
under the government-sponsored 
plan. I think that most of the hos- 
pitals in Ontario at the present 
time feel that they still have some 
local autonomy, but not in the 
larger areas, such as new construc- 
tion, for the government has grad- 
ually taken over here and expects 
to give directions. The govern- 
ment, of course, says that the lo- 
cal people should have control and, 
if they will do the things that 
should be done, control will never 
be taken away from them. But 
the trouble is you don’t expect to 
do the things the government 
wants done. I do think govern- 
ment control will gradually lead to 
loss of the present autonomy of the 
hospitals.” 

“Under our plan in Alberta,” 
D. J. Wallace, M.D., director, Hos- 
pital Division, Department of Pub- 
lic Health, Edmonton, Alta., com- 
mented, “we maintain a fiscal 
control centrally in controlling 
general costs, but we prefer to 
leave the local autonomy of opera- 
tion at the hospital level, and our 
chief controls are those of costs 
and standards.” 

The executive director, Regina 
(Sask.) General Hospital, Mr, C. 
E. Barton remarked, “Over the 
years in our plan here, we have 
talked a great deal about hospital 
autonomy and the autonomy of our 
board, but I believe it is decreasing 
as our plan progresses. In my ex- 
perience, I find that many board 


decisions are based on one ap- 
proach: Will the government pay 
for it? If the answer is yes, it is 
passed, if the answer is no, the 
board hesitates.” 

J. Paul Laplante, M.D., director 
general, Hopital Saint-Luc, Mon- 
treal, Que., said, “Well, there is 
bound to be less freedom on the 
part of the hospitals, because, first 
of all, budgets have to be approved 
by the ministry of health, and this 
by itself is quite a control. Al- 
though the hospitals remain vol- 
untary institutions and so do make 
decisions, certainly their decisions 
will have to be based on whatever 
funds are available for operating 
expenses.” 

“From the standpoint of loss of 
autonomy,” Mr. S. S. Cohen, ex- 
ecutive director, Jewish General 
Hospital, Montreal, Que., reported, 
“the picture is not too bright as far 
as hospitals are concerned. Inevi- 
tably, as any government begins to 
pay the major costs, it must exer- 
cise control. Now, how intelligent- 
ly this control is applied depends, 
of course, on the mood and temper 
of the government. The federal 
government insists that it is not its 
purpose to control the hospitals; it 
merely wants to support good hos- 
pital care so that it becomes avail- 
able to the entire population of the 
country. The federal government 
has stated and restated that it is 
not interested in control of hos- 
pitals, but when it is asked to pay 
higher and higher costs, it is bound 
to take a look at costs and how the 
money is spent—and this is the be- 
ginning of control.” 


EFFECT ON UTILIZATION 


Utilization of hospital facilities 
and services has been markedly 
increased since the inception of the 


plans. The experience in every 
province has been the same. Two 
major reasons account for the in- 
crease: one, the changing nature 
of medical practice in the hospital; 
two, the availability of hospital 
care to nearly the total population. 

Irial Gogan, M.D., medical direc- 
tor, Holy Cross Hospital, Calgary, 
Alta., stated, “There has been a 
great increase in the demand for 
accommodations. Our average 
length of stay has gone up by ap- 
proximately one day. Our expe- 
rience has been that there is a 
marked increase in the utilization 
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of diagnostic services, especially 
the laboratory. The radiological 
service has not shown the same 
percentage increase. In our case, 
the increased utilization of the lab- 
oratory has been due to making a 
much wider variety of tests avail- 
able and to improvement in the 
quality of medical practice, rather 
than to the changed source of pay- 
ment.” ; 

“There is no question that when 
the plan came into effect, there was 
an immediate demand on beds as 
well as diagnostic facilities,” Mr. 
Peter Swerhone, assistant adminis- 
trator, Winnipeg (Man.) General 
Hospital, reported. ‘For example, 
in the first three months of 1959, 
the bacteriology department had 
45,500 units of utilization; for the 
same period in 1961, the units to- 
taled 81,500. Similarly, biochemis- 
try went from 41,000 to 77,000 and 
pathology from 112,000 to 145,000.” 
(Units are a fixed measure of work 
performed. Number of units to be 
assigned to any particular proce- 
dure was determined by the fed- 
eral government after consultation 
with the appropriate professional 
and technical hospital personnel.) 

“As to hospital utilization, rates 
and length of stay,” Mr. Douglas 
Peart, administrator, Ottawa 
(Ont.) Civic Hospital, commented, 
“really I can’t say that our length 
of stay has changed significantly 
under hospital insurance. Our av- 
erage length of stay is about 11.1 
days. I believe the provincial aver- 
age for teaching hospitals is slight- 
ly higher. Eleven days may appear 
to be somewhat high for average 
length of stay in an active treat- 
ment hospital,* but consider that 
we are running a communicable 
disease center where polio patients 
may stay for six months; a cancer 
center which involves lengthy peri- 
ods of treatment and care of termi- 
nal cases; a psychiatric unit with 
an average stay of 21 days, and a 
veterans unit of 100 beds where 
the average stay is higher than in 
a civilian hospital. Our average 
length of stay has not changed to 
any extent as a result of the hos- 
pital insurance scheme.” 

Max O. Klotz, M.D., chief pa- 
thologist of the Ottawa Civic Hos- 
pital, stated, “Actually, utilization 
is difficult to assess in this hospital 


*A hospital classified as “active treat- 
ment” in Canada would be classified as 
“short-term general” in the United States. 


SEPTEMBER 16, 1961, VOL. 35 


because we’ve been increasing our 
bed capacity and this occurred just 
about the time that the Hospital 
Services Commission came into 
existence. 

““As far as we can determine, our 
actual workload in this department 
has been increasing at a fairly con- 
stant rate of approximately 10 per 
cent per year for the last 10 or 15 
years. However, when the Commis- 
sion came into existence and our 
bed expansion took place, there 
was an enormous increase in utili- 
zation. It is very difficult to try and 
decide which factor is responsible, 
but we think that the plan and the 
expansion are equally responsible. 
Our workload has gone up since 
the inception of the plan by 40 per 
cent, and we think half of that is 
due to the plan and half due to the 
increase in beds.” 

The superintendent of the Tor- 
onto (Ont.) General Hospital, J. E. 
Sharpe, M.D., said, ‘Well, we’ve 
had an increase, both in our x-ray 
service and our laboratory serv- 
ices, but we’ve also added beds and 
provided additional services so that 
it’s very hard to say what the in- 
creased utilization has _ resulted 
from. I think that the trends in 
medicine, perhaps, have encour- 
aged more laboratory work. 

“The fact, too, that this is a 
teaching hospital influences utiliza- 
tion, for staff men will argue that 
interns and residents should be al- 
lowed to order what they think 
they need to have, so they will 
learn what to do and what not to 
do. We know our lab work has 
gone up 60 per cent since 1958 
when the plan came in, but I don’t 
think the increase is necessarily 
due to the plan and the fact that 
patients are not directly paying 
for lab tests. When the hospital 
provides good laboratory services, 
the medical staff will use these 
services more frequently.” 

“It is my impression,” said D. M. 
Young, M.D., director of labora- 
tories, Toronto General Hospital, 
“that the main reason for an in- 
crease in the utilization of labora- 
tory tests is the increased availa- 
bility of these tests. I believe that 
the reduction of the cost of labora- 
tory tests to the patient has had a 
definite but minor effect in increas- 
ing the laboratory workload.” 

“The general picture is that 
there has been a very substantia] 


increase in the use of the various 
diagnostic services—radiology, 
hematology, biochemistry, et 
cetera. All the reasons for this in- 
crease have not been analyzed,” 
J. G. Turner, M.D., executive direc- 
tor, Royal Victoria Hospital, Mon- 
treal, Que., and president, Quebec 
Hospital Association, remarked. 
‘Whatever the reasons for these 
increases, they must be analyzed 
and the facts, when known, must 
be brought to the attention of the 
persons responsible, mainly mem- 
bers of the attending staff and the 
house staff. This is important be- 
cause unnecessary tests increase 
costs both directly and indirectly. 
I know of instances where the 
number of tests has increased so 
that the technicians are working 
overtime, but they’re getting tired 
and edgy. More staff must be 
supplied, which means a supple- 
mentary budget request to Que- 
bec, and if there is more staff, there 
must be more facilities, and we do 
not readily see the source of money 
for such facilities. We appreciate 
that there have to be some in- 
creases, but these must bear some 
relation to increased admissions, 
length of stay or severity of pa- 
tients’ medical conditions.” 


HOSPITAL-PHYSICIAN RELATIONSHIPS 
Apparently the introduction of 
the provincial hospital plans has 
had little effect on the patient- 
physician relationship or the hos- 
pital-physician relationship. Some 
problems are developing, however, 
because one provincial government, 
Quebec, has established a maxi- 
mum, $20,000, which it will reim- 
burse hospitals for the salaries of 
physician specialists, The hospital] 
can pay more if it wishes, but the 
government will not reimburse 
more. The specialists are perturbed 
about this, regarding it as a limita- 
tion on their earning potential. The 
rea] question for hospitals is not 
whether, and how, they should pay 
more to well qualified specialists, 
but whether this $20,000 figure is 
not a floor rather than a ceiling. 
Another development that prom- 
ises future disturbance is the ef- 
fort of physician specialists in 
certain provinces to change the 
customary salary basis on which 
they have been reimbursed by the 
hospitals to the fee-for-service ar- 
rangement. It was the judgment of 
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several specialists interviewed that 
changing the financial arrangement 
would not increase the income of 
the specialists, but would create 
problems. 

G. I. Sawyer, M.D., general 
secretary, Ontario Medical Associ- 
ation, said, “One should say that 
there are two groups of physicians. 
First, the doctors who are em- 
ployed by hospitals, such as radi- 
ologists and pathologists whose 
services come within the scope of 
the federal bill which brought this 
thing into being, and second, the 
doctors who admit patients to the 
hospital for diagnosis and treat- 
ment. So far as I can determine, 
the relationships of the first group 
of physicians with their hospitals 
have not changed materially on 
account of the hospital plan coming 
in. They are still employed by their 
hospitals on a variety of contracts; 
some of them on salary, some on a 
percentage arrangement, some on 
a professional fee-for-service basis. 
Basically their arrangements with 
the hospitals have not been inter- 
fered with by the hospital commis- 
sion. 

“T think on the whole one would 
say that the plan has worked ex- 
tremely well, that the majority of 
doctors are quite happy with it and 
that they feel by and large it has 
not been an infringement on their 
rights as practitioners.” 


RADIOLOGISTS AND HOSPITALS 


“Regarding the relationship be- 
tween hospitals and radiologists,” 
R. B. Holmes, M.D., staff radiolo- 
gist, Toronto (Ont.) Genera) Hos- 
pital, remarked, “‘in some instances 
I think the relationships have been 
materially improved, probably not 
because of any direct change in the 
attitudes of hospitals or radiolo- 
gists toward each other, but be- 
cause the government has stated 
that hospitals cannot make a profit 
on their operations. Therefore, hos- 
pitals now no longer have an incen- 
tive to make a profit in the x-ray 
department at the expense of the 
doctors because any excess money 
is absorbed into the budget. 

“For this reason, some radiolo- 
gists who had been trying in the 
past to alter their relationships 
with their hospitals have now been 
able to do so. In other instances, 
there has been no change in the 
relationship between the two. Off 
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hand, I can’t think of any instance 
in Ontario where the relationship 
has deteriorated since the incoming 
of the plan. 

“In connection with the various 
types of agreements between radi- 
ologists and hospitals, at the incep- 
tion of the plan the government 
stated that it did not want to inter- 
fere with the relationships between 
radiologists and hospitals; so it put 
the onus of establishing proper re- 
lationships on the provincial medi- 
cal and hospital associations, and 
also stated that it would be happy 
to accept the recommendations of 
the medical and hospital associa- 
tions on this matter. A long series 
of meetings between these two 
bodies were very cordial and pro- 
duced a fee-for-service schedule 
acceptable to both the radiologists 
of the province and the hospitals.” 


EFFECT ON GOVERNING BOARDS 


The effect on trustee attitude and 
performance of government pay- 
ment of hospital costs varies some- 
what among the provinces and is 
apparently affected by the size of 
the hospital. In the smaller hos- 
pitals, the trustees tend to abdicate 
their prerogatives and functions to 
the agency of the provincial gov- 
ernment handling hospital affairs, 
whether this be a commission or 
department of health. In the larger 
hospitals, the trustees tend to func- 
tion just as before the introduc- 
tion of the plans. This distinction 
between trustee performance in 
larger and smaller hospitals also 
reflects, perhaps, the difference in 
interest and experience of the 
trustees personally. (The article by 
Judge Buchanan, page 60, specifi- 
cally treats this matter from the 
trustee’s viewpoint.) 

A hospital trustee, Mrs. Charles 
McLean, member of the board of 
governors, Women’s College Hos- 
pital, Toronto, Ont., and past presi- 
dent of the Ontario Hospital Asso- 
ciation, indicated that boards are 
living up to their high trust. “I’ve 
been associated with the board of 
governors of this hospital long 
enough to know that trustees have 
always been aware of hospital costs 
and Ieve always endeavored to 
keep them to what they have felt 
was a minimum. But we all know 
that when you work within a spe- 
cific sum of money or a budget, 
you become a little more alert to 


what may be outside the budget. 

“TI don’t think that hospital 
boards have felt that they have 
been relieved of the responsibility 
for the efficient and economica)] op- 
eration of their hospitals. In fact, 
I think that they’ve become more 
conscious of it. At first, some trus- 
tees had the feeling that they were 
going to be regimented and con- 
trolled and told what to do. Their 
reaction was a perfectly normal 
one—if the government’s going to 
run the show, let it run it. But 
that didn’t last long and I think 
that on the whole, trustees have 
had a good respect for the hospital 
commission and feel that they have 
had very good cooperation from 
the commission.” 

Administrators and trustees re- 
ported in every instance that aux- 
iliaries were working just as hard, 
if not harder, for their hospitals as 
they were prior to the inception of 
the government plans. 

According to one administrator, 
Dr. Sharpe of Toronto, ‘“‘The auxil- 
iary has not curtailed its activities 
in this hospital. In fact, I would 
say that they still have the same 
interest and they have extended 
their interest. With the increase of 
beds we’ve had, they have en- 
larged their services. They took on 
an additional shop for us; we had 
one in the pavilion and they 
opened another in it. When we 
planned this new building, we in- 
cluded two shops, which the aux- 
iliary has manned for us and op- 
erated exceedingly well.” 


EFFECT ON COMMUNITY INTEREST 


Community interest has flagged, 
however, in most areas because the 
public thinks that it no longer 
needs to support fund drives be- 
cause the government is paying all 
hospital costs. This, of course, is 
simply not true because the federal 
and provincial governments make 
matching construction grants, 
which usually only total $4000 per 
bed, and the rest must be fur- 
nished by the hospital—which 
means it must be furnished by the 
community, either through dona- 
tions and fund-raising drives, or 
the hospital must borrow the mon- 
ey, thus adding to its capital debt 
in many instances. 

The hospitals owned and oper- 
ated by the various orders of the 
Roman Catholic Church and other 
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denominations have been meshed 
into the system without undue dif- 
ficulty. The plans have been a 
boon to religious hospitals in cer- 
tain provinces because the capital 
debt has been assumed by either 
the provincia] government or a mu- 
nicipal government. In addition, 
the Roman Catholic sisters, who 
previously received no salary, now 
are included by agreement with 
the government in the supervisory 
salaries section of their hospitals’ 
budgets. This provides a source of 
income not previously available to 
the religious hospitals. 

Rev. H. L. Bertrand, S.J., execu- 
tive director, Comité des Hopitaux 
du Québec, Montreal, reported, “In 
the province of Quebec, the gov- 
ernment will pay a regular salary 
to the sisters, as it would any other 
administrator or supervisor. The 
same standard or level of adminis- 
trative or supervisory responsibil- 
ity will be used to determine this, 
but we, as a rule, advise our sisters 
not to take exactly the same salary 
as the lay people do because we 
feel that sisters should contribute 
something to the welfare of our 
province.” 

Personnel and labor relations 
seem not to have suffered by the 
incoming of the prepayment plans. 
Unions are not a problem in all 
the provinces because some are 
predominantly agricultural, Ap- 
parently the unions recognize that 
hospitals must operate within ap- 
proved budgets. Perhaps more im- 
portant, salaries of hospital per- 
sonnel are now beginning to equal 
those in the community at large. 


EFFECT ON LABOR RELATIONS 


The director of the largest gen- 
eral hospital in Canada, located in 
the highly unionized province of 
British Columbia, Mr. L. N. Hick- 
ernell of the 1400-bed Vancouver 
General Hospital, stated, “At the 
present time, practically all our 
hospitals in B.C. are under union 
contract, and we renegotiate when 
the contract expires. Our negotia- 
tion with the union has been very 
good. We have an exceptionally 
good union agent to deal with; he’s 
tough, but he is fair and knows 
how to negotiate; we’ve found that 
in dealing with the union through 
him. Making decisions about wages, 
hours, etc., has become a lot easier 
for the administrator because sal- 
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aries are taken care of for a year 
or two years, and we don’t enter 
into any special] arrangements with 
anyone. All the people in our hos- 
pital are covered either by a range 
of salaries or by union contract.” 

Mr. Kenneth Connibear, execu- 
tive secretary, British Columbia 
Hospita) Association said, “We in 
the association, representing near- 
ly al) hospitals, are arranging or 
assisting to arrange labor contracts 
on a group basis for hospitals on 
terms that to us seem just for hos- 
pitals and labor, and we advise the 
government afterward of what 
these terms are. We are starting 
to do the same regarding reim- 
bursement of radiologists and oth- 
er specialists. This is counteracting 
the tendency that some hospitals 
have shown previously to delay 
finalizing negotiations with labor 
until they attempted to get assur- 
ance from the government that 
whatever terms they were able to 
arrange would be paid by the gov- 
ernment.” 


EFFECT ON HOSPITAL ASSOCIATIONS 


The role of the hospital associa- 
tion varies from province to prov- 
ince. In some provinces, the asso- 
ciations perform both educational 
and standard-setting functions; in 
some others, the association per- 
forms an educational function, but 
the government agency handles the 
standard-setting function. The in- 
fluence of the hospital association 
on government and legislation in 
every instance is proportional to 
its strength, interest and activity. 
Strong and active associations have 
had a large voice in the formula- 
tion and operation of the provincial 
hospital prepayment plans. The 
converse is also true. 

The executive secretary of the 
Associated Hospitals of Alberta, 
Mr. Murray Ross, pointed out, “It 
has been the objective of the offi- 
cers of the Associated Hospitals of 
Alberta to try to get the govern- 
ment to utilize the hospital people 
as advisers. In other words, in- 
stead of a group of civil servants 
sitting down in government offices 
making important decisions about 
the operation of hospitals, we have 
urged them to call in hospital peo- 
ple, through the medium of the as- 
sociation, for consultation and ad- 
vice on all aspects of the operation 
of the hospital plan so that the 


views and experience of hospital 
people can be taken into account 
when policy decisions are to be 
made. By and large, this has been 
done, and the minister of health 
and other officers of his depart- 
ment have acknowledged publicly 
and privately on many occasions 
that they were indebted to hospi- 
tal people in this province for help 
in hospital matters.” 

ATTITUDE OF PLAN OFFICIALS 

Uniformly, throughout Canada, 
government officials perform their 
functions and render their services 
in the spirit of the traditional 
British civil servant. Many of these 
persons have medical and hospital 
administration experience and thus 
bring to their tasks a first-hand 
understanding of hospital opera- 
tion and problems. 

“One of the problems,” accord- 
ing to F. B. Roth, M.D., deputy 
minister of health, Saskatchewan,* 
“is that it’s necessary to get good 
people, people who can wear two 
hats, that of rate-setting and that 
of standard-setting, at the same 
time. This is a task of some com- 
plexity, although we try to get 
people who have had either a con- 
siderable amount of experience in 
the hospital field or who have had 
basic training in the hospital sup- 
plemented by a university degree 
in hospital administration. We also 
have certain technical specialists, 
such as laboratory and x-ray tech- 
nologists, pharmacists and others, 
who are quite experienced.” 


EFFECT ON NEW CONSTRUCTION 

Under the provincial plans, new 
construction in Canada has pro- 
ceeded at an unprecedented rate, 
considerably higher proportionate- 
ly than in the United States. Prior 
to the incoming of the provincial 
plans, much of this construction 
was done without careful planning, 
producing poor distribution of beds. 
In addition, many of these hospi- 
tals were small, from 10 to 25 
beds. Regulation of construction 
by means of federal-provincial 
grants has changed this situation 
and will improve it still more 
within the next few years. 

G. D. W. Cameron, M.D., deputy 
minister (Health), Department of 
National Health and Welfare, Ot- 

*Dr. Roth is now professor and head of 
the Department of Hospital Administra- 


tion, School of Hygiene, University of To- 
ronto. 





tawa, Ont., pointed out, “We will 
contribute $2000 a bed, admittedly 
a small fraction of the total, but 
it does give us some right at least 
to comment. We have two archi- 
tects in the department who have 
spent a great deal of time studying 
and becoming knowledgeable in the 
field of hospital design. Any prov- 
ince wishing to have support from 
us for construction sends us an 
outline plan of what they propose 
to build for our comment and 
study. Since we’re paying $2000 a 
bed, or bed equivalent, our archi- 
tects are required to review this 
plan and assure themselves that it 
does, in fact, provide space for the 
proposed number of beds, with a 
decent allotment of space per bed. 

“In addition to that, the archi- 
tects comment on other features— 
accessibility, fire-resistant features, 
fire escapes, arrangements for 
movement between the kitchen and 
the wards, and the 101 things that 
can only really be commented on 
by a person who has spent a good 
many years of study in the field. 

“We believe that this service 
has been of enormous value to a 
great many hospitals throughout 
Canada. It’s entirely voluntary; 


they can disregard our advice if 
they want to, but usually they take 
| Sie 


PROVINCIAL RESPONSIBILITIES 


The commissioner of hospitaliza- 
tion, Manitoba Hospital Services, 
Winnipeg, Mr. G. L. Pickering, 
said, “The plan is requived to li- 
cense and inspect hospitals in the 
province, and is also charged with 
doing everything possible to raise 
the standard of hospital services, 
to determine the need for new and 
additional services and to facilitate 
procedures whereby insured per- 
sons can receive insured services. 

“To properly discharge this re- 
sponsibility, a study was conducted 
of the need for additional hospital 
facilities over the ensuing five- 
year period. This study was car- 
ried out over a period of 18 months 
and a report has now been filed 
with the Minister of Health. A 
second report, dealing with the ad- 
equacy of hospital personnel in 
Manitoba, will be filed within the 
next few months.” 

Dr. D. J. Wallace of the Alberta 
Hospital Services stated, “In con- 
struction and renovation programs, 
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the local administration deals di- 
rectly with its own architects and 
contractors. Administration is giv- 
en a grant of $4000, half from the 
federal and half from the provin- 
cial government. 

“The only control maintained on 
hospital construction is on the 
number of beds that can be built 
in any particular area, and a ceil- 
ing is set for construction costs, 
beyond which they cannot go. 

“In distributing beds through- 
out the province, the surveys are 
made by members of my division 
and by representatives of the As- 
sociated Hospitals of Alberta. The 
two groups get together on various 
occasions and discuss the problems 
in the areas concerned, eventually 
evolving a master plan. 

“As to the number of beds per 
thousand population, we allow five 
beds per thousand for active treat- 
ment hospitals in rural areas and 
2.5 beds per thousand for long- 
term and chronic rural hospitals. 
In urban areas, where there is a 
considerable referral problem, we 
allow beds at the rate of approxi- 
mately 7.5 per thousand popula- 
tion. As new areas of the province 
develop, we feel that 25 beds is the 
minimum size for a hospital, and, 
therefore, a new district to justify 
building a hospital must have a 
population of at least 5000 that 
would be served by the proposed 
hospital.” 

“There has been a very inter- 
esting development in the prov- 
ince of Manitoba regarding the 
basis for planning new beds,” re- 
ported Mr. G. B. Rosenfeld, ad- 
ministrator, Victoria General Hos- 
pital, Winnipeg, Man. “A survey 
of bed requirements for the prov- 
ince was done by the Manitoba 
Hospital Survey Board, and on the 
basis of the findings of the survey, 
a five-year program has been rec- 
ommended for the province, which 
the government has not yet ac- 
cepted. 

“Under the existing program, all 
new construction must be financed 
through what we call new money 
or an increased equity in a hospi- 
tal plant by its public. This equity 
has been established at roughly 20 
per cent. If we in this hospital 
were going to spend $2 million for 
an addition, we would be asked to 
put $400,000 of new money into 
the project. This equity may come 


from past surpluses, if there were 
any, private donations, public 
fund-raising drives or donations 
by the community. If these plus 
the federal-provincial grants did 
not meet the cost, then we would 
have to fund the difference by a 
bond issue or a mortgage.” 


FUTURE HOSPITAL NEEDS 


Both the federal and the pro- 
vincial governments are deeply 
concerned with future needs for 
facilities and services. This con- 
cern expresses itself in surveys to 
determine where future hospitals 
should be built, what services they 
should render and what size they 
should be. It also expresses itself 
in the consultative services which 
the governments provide to help 
hospitals with design and construc- 
tion problems. 

Mr. Donald M. Cox, deputy min- 
ister of Hospital Insurance, De- 
partment of Health of British Co- 
lumbia, commented, “We are faced 
with a rapidly expanding popula- 
tion. Many hospitals have to be 
replaced in part and in whole, and 
newly populated areas that now 
have no hospitals will have to 
have them. Our province has for 
some time provided 50 per cent of 
the approved construction cost; in 
addition to that, hospitals receive 
the federal grant which amounts 
to $2000 per bed plus a certain 
allowance for diagnostic and re- 
lated areas. 

“The B.C. Hospital Insurance 
Service provides a complete con- 
sultation service for hospitals en- 
gaged in construction projects. 
Hospitals seek approval of their 
construction projects from the Min- 
ister of Health Services and Hospi- 
tal Insurance. If approval is given, 
it means that hospitals have as- 
surance that when building begins, 
grants of 50 per cent of the cost 
will be available. We then com- 
mence working with the hospital 
board, administrator and their ar- 
chitects in the development of their 
plans. The hospital, of course, em- 
ploys the architects and the re- 
sponsibility for the planning pro- 
gram rests with it, but we give a 
full advisory service on the various 
phases of hospital planning and 
design. This includes the advice 
of hospital consultants and other 
specialists on our staff.” 

Area-wide planning, in fact 
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Thermal shock test proves scalding heat 
and freezing cold can’t crack Duraclay! 


We froze this Crane fixture right into a 
block of ice for 96 hours. Then we poured 
boiling water on it. 

What happened? Nothing—no cracks, 
no crazes! It’s made of Duraclay, an extra- 
tough, vitreous-glazed earthenware. 

Crane deveioped Duraclay-specially for 
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hospital use. Splash its smooth, hard 
surface with acid. Scrub it daily with 
abrasives. It won’t stain or show wear. It 
won't pit, corrode or discolor. In service 
sinks, bath and laundry tubs it outper- 
forms even more costly materials. And 
exceeds the requirements of the U.S. De- 
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province-wide planning, is going 
on all over Canada to assure an 
optimum distribution of facilities 
and services for a growing popula- 
tion. Canada has an advantage 
over the United States in the mat- 
ter of area-wide planning because 
the population is only one-tenth 
as large and effective controls over 
construction already exist in every 
province. So far as active treat- 
ment hospitals are concerned, this 
means that it is possible to get the 
right hospital in the right place at 
the right time. Canada suffers, as 
does the United States also, from a 
lack of rehabilitative and chronic 
disease facilities, but it is now at- 
tempting to cope with this issue. 
Dr. Roth stated, “We in North 
America have not attacked the 
chronic disease problem in a forth- 
right way. In most instances, we 
have approached it in a typically 
North American way by asking 
should we have a different kind of 
institution, or should we have more 
beds in a separate institution than 
we now have, which would relieve 
general hospitals of the problem of 
chronic disease patients occupying 
their beds? It seems to me that in 
the field of chronic diseases, we 
have to go back to first principles 
and make up our minds about the 
kind of program that we want. 
And I would stress the importance 
of thinking of a program first. 
“The experience that one sees 
elsewhere, especially in Europe, is 
important. We should look at the 
program of the Middlesex Hospital 
in London or Dr. Cosin’s program 
at Oxford where the chronic dis- 
ease problem is handled as an in- 
tegrated problem involving hospi- 
tal care of all kinds, domiciliary 
care, medical care, social service, 
outpatient service home helps and 
nursing, with a continuity provided 
for those in the program. I think 
the experience here would be the 
same as Cosin has had—you can 
start closing up rather than add- 
ing more beds. Many of the people 
we now think of as being chroni- 
cally sick and requiring institu- 
tional care can be more effectively 
and beneficially handled by devel- 
oping this kind of integrated pro- 
gram and permitting them to move 
freely from one type of facility 
to another according to their needs. 
This is the lesson, I think, that we 
somehow have to learn.” 
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THE SECOND GOLDEN APPLE 


In the very near 

hy, future, the prov- 
lia | inces will begin to 
formulate ways of 

providing outpatient diagnostic 
services and treatment to their 
populations—the second golden 
apple. Political parties in every 
province, including some of those 
now in office, have already pro- 
posed the extension of plan bene- 
fits to include prepaid outpatient 
diagnostic services and treatment. 
Supplying these services would 
not require additional federal leg- 
islation because the Hospital In- 
surance and Diagnostic Services 
Act provides for them at the op- 
tion of the provinces. Some prov- 
inces already have fair-sized out- 
patient programs underway for 
welfare patients, maternity and 
pediatric patients, cancer and other 
chronically ill patients, and certain 
other selected cases. Provincial 


legislation would be required to 
provide outpatient benefits, but, 
judging by the political temper of 
the times, this should easily pass 
the legislatures. 

More money would be required 
to pay for such an extension of 


benefits, but what the politicians 
have promised the public, they will 
provide. In any case, the benefits 
will be extended soon and the 
costs must be paid. 

More facilities would also be re- 
quired because the outpatient de- 
partments of many hospitals are 
taxed to capacity now. This will 
mean, of course, a burst of con- 
struction activity to provide out- 
patient facilities. Many persons in 
the field of hospital administration 
in Canada believe that providing 
prepaid outpatient diagnostic serv- 
ices and treatment will reduce the 
inpatient load, thus conserving 
space and reducing operating ex- 
penses. 


THE THIRD GOLDEN APPLE 


Prepaid medical . 
care—the third fZ ‘Ww ; 
golden apple—will Wy) te UL. / 
be somewhat slow- 
er in arriving on the scene, but 
the socioeconomic forces which 
will bring it to pass are already 
in movement. In fact, at the re- 
quest of the medical profession in 
Canada, a royal commission has 


been appointed to study the whole 
question of provision of and pay- 
ment for medical care. The mem- 
bers of this commission were re- 
cently named and will undoubtedly 
begin work soon. 

It was the opinion of most peo- 
ple interviewed that prepaid medi- 
cal care was inevitable. Estimates 
as to the probable time of arrival 
varied. 

Malcolm G. Taylor, Ph.D., pres- 
ident, University of Alberta, Cal- 
gary, predicted, “On the question 
of medical care plans, I suppose 
that we will see history repeating 
itself. Some province will add 
medical care to its range of cur- 
rent benefits on some negotiated 
basis with the medical profession. 

“TI suppose the mood of the pub- 
lic will be something like this: 
The hospital plans are working ef- 
fectively, and I think in the view 
of most people, efficiently. There’s 
no doubt Canada has more hospi- 
tals and a higher standard of care 
because of the flow of public funds 
into the hospitals. Therefore, peo- 
ple will say that this is working 
so effectively, let’s add medical 
care. 

“On the other hand, I think this 
is going to take longer than most 
people believe simply because of 
the cost involved. We have, unfor- 
tunately, a too high proportion of 
unemployment in Canada, so with 
the reorganization of our federal- 
provincial financial relations 
whereby the onus for increased 
taxes will rest more on the provin- 
cial governments than the federal 
government in the future, the for- 
mer will be reluctant to make more 
commitments for expenditure of 
public funds. There’s no doubt 
that the increasing costs of the 
hospital plans are making the fi- 
nance ministers, if not the health 
and welfare ministers, much more 
reluctant to take this on.” 

If the pragmatic test of work- 
ableness be applied to the program, 
the Canadian scheme is operating 
successfully for the present. If 
the satisfaction of the participating 
parties with the program be con- 
sidered, members of the public, the 
government, the hospital field and 
related health fields, expressed sat- 
isfaction with the plans in the 
main, and there seemed to be few, 
if any, who wished to turn back 
the clock. . 
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NOTA BENE! 


The R. D. Grant Company has acquired 
ownership of the Airmass Alternating 
Pressure Pad—the original and univers- 
ally accepted method of preventing and 


treating decubital ulcers. 


We dedicate ourselves to patient welfare. 


WE INTEND 


* to improve our professional communications 
with doctors and nurses. 

* to expand our training and educational ef- 
forts in all hospitals. 


* to program economic assistance to (id est, 
save money for) nursing homes and chronic 
hospitals. 


* to help our medical and hospital equipment 
dealers sell our products with workable sales 
programs. 


This will lower the costs of patient care for the 
hospital, the nursing home and the bedfast pa- 
tient at home. 3566-RDG 


AIRMASS CORPORATION 
an operation of 


The R. D. Grant Company 
Dept.H, Hippodrome Building e Cleveland 15, Ohio 
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CRITERIA FOR 


AND FUNCTIONAL 


ASPECTS OF 


INVENTORY CONTROL 


PART ONE OF A TWO-PART ARTICLE 


ANY TIMES criteria for and 

functional aspects of inven- 
tory control are approached by 
means of inductive reasoning. 
Through this type of logic, many 
responsibilities of the purchasing 
agent are brought to light on an 
individual basis, and from these 
individual responsibilities, it is 
concluded that the hospital pur- 
chasing agent is justified in estab- 
lishing controls on inventory and 
in putting them into practice. 

Establishing criteria for inven- 
tory control through inductive rea- 
soning, however, is not necessarily 
logical, since it may encourage in- 
ventory control by exception. 

To cite an example, how fre- 
quently it happens in everyday 
work that the purchasing agent 
and the department head or the 
administrator decide in conversa- 
tion who will order what and 
when! How often items are not 
ordered on time because one per- 
son assumes that the other has 
placed the order! This inventory 
control by exception instigates 
many administrative headaches 
and departmental misunderstand- 
ings. 

On the other hand, if inventory 
control is approached through a 
process of deductive thinking, the 
practice of inventory control by 
exception ceases and a more har- 
monious hospital atmosphere is 
promoted. 

The latter approach encourages 
job descriptions, the clear defini- 
tion of areas of responsibility and 
authority and the clear definition 


Franklin E. Simek is administrator, La- 
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In Part 1 of this two-part article, the 
author discusses the criteria for in- 
ventory control in the purchasing de- 
partment. These criteria, according 
to the author, include proper inven- 
tory management, budget preparation 
and standardization. Part 2 will ap- 
pear in the Oct. 1, 1961, issue of this 
Journal. 





of line and staff relationships 
among the various operating de- 
partments, the purchasing depart- 
ment and the hospital administra- 
tion. 


PRINCIPLES OF OPERATION 

To use the deductive approach, 
it is necessary for us to set forth 
certain principles of operation, or 
objectives of management. 

Management objectives are es- 
tablished through a determination 
of what is right and desirable for a 
business enterprise. The principal 
objectives of a hospital are to pro- 
vide and maintain a facility for the 
sick and injured of the community 
and to provide training schools. 

From these historical objectives, 
others are developed for the gov- 
erning body of the hospital and 
for its medical staff. However, un- 
til recently, only these objectives 
had been developed; as a result, 
the inductive reasoning method of 
developing management responsi- 
bilities has remained, and this has 
created a breakdown within the 
average hospital organization. 

It therefore becomes the respon- 
sibility of management to estab- 
lish operational objectives within 
the hospital to meet the purpose of 
the hospital organization. The use 
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of the word “management” here 
refers to the responsibilities in- 
volving both the administrator and 
the purchasing agent. 

Modern management practice in 
a hospital clearly leans toward the 
participative management concept. 
Although this practice of manage- 
ment is not new to industry, it is 
relatively new to hospitals. From 
the hospital administrator’s point 
of view, it is needed to accom- 
plish two goals: (1) to coordinate 
the objectives of the individual 
department heads and the organi- 
zation and (2) to encourage co- 
operation among the highly spe- 
cialized hospital departments. 

How does the purchasing agent 
fit into the over-all program of 
management by objectives? The 
objectives of a purchasing depart- 
ment usually are to buy the right 
amount at the right time at the 
lowest This price, 
quality and service. Further objec- 
tives should be to promote the good 
will of the vendor and other de- 
partments within the hospital, in- 
cluding the medical staff, 


cost.! covers 


FULFILLING OBJECTIVES 
The purchasing agent in fulfill- 
ing these objectives must consider 
the following functions: 
Management. In present hosvital 
organization, the purchasing agent 
has both a line and a staff function. 
His daily activities make him an 
adviser to the hospital administra- 
tor, not only on the cost of items 
and the quantity issued, but also on 
new items on the market and their 
implications for patient care. By 
use of an adequate inventory sys- 





tem, the purchasing agent can sub- 
mit reports to the administrator 
showing departmental usage and 
departmental costs. He has line 
authority not only within his de- 
partment, but also in carrying out 
the daily operational policies of the 
hospital. 

The proper management of in- 
ventory meets the following ob- 
jectives:2 (a) maintaining liquidi- 
ty of stocks; (b) keeping “stock- 
outs” at a practical minimum; (c) 
avoiding obsolescence and spoilage, 
and (d) minimizing costs of own- 
ing inventory. From 25 to 30 per 
cent of the hospital dollar is spent 
on inventory items; therefore it is 
essential for adequate cost control 
to have proper inventory manage- 
ment. Since the hospital is a quasi- 
public organization, the purchasing 
agent also has a responsibility to 
the patient and the community. 

The question is frequently asked: 
how high should an inventory be? 
Charles Bliss declares that success- 
ful management of inventory must 
forecast what the demands will be 
and see that goods are on hand at 
the critical hour.* Not to have a 
sufficient supply is to create prob- 
lems of internal operation; where- 
as, to have too great a supply is 
to court waste and capital loss. 
Hospitals are not faced with the 
real problem of taxes and profit, 
but responsibility for accurate in- 
ventory levels does exist, espe- 
cially in the type of organization 
that is changing rapidly and radi- 
cally. Some type of systematized 
record keeping is necessary so that 
inventories are not mismanaged. 


INVENTORY LEVELS 


Comparing inventory levels to 
“sales” in a hospital will assist the 
individual hospital, but inventory 
levels of a group of hospitals can- 
not be adequately compared with- 
out certain definite qualifications. 
Some of these qualifications are 
the changing value of book inven- 
tory and the method used for 
charging inventory; the quantity of 
items required because of delivery 
factors; the quantity of items re- 
quired because of the type of pa- 
tient and hospital practice, and the 
number of items in the individual 
inventory, Therefore, the only true 
method of determining whether 
inventories are too high is by spe- 
cific comparison over a given pe- 
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riod of time, and to some extent 
by rule-of-thumb or generalized 
comparison with other hospitals. 

Judging inventory level by turn- 
over is also a guide for determining 
adequate dollar volume of inven- 
tory. However, this is also a gen- 
eralized method since it is accepted 
that 80 per cent of turnovers are in 
20 per cent of stock. This fact 
negates turnover as a foolproof 
method, and makes necessary ac- 
curate records of use and cost. 

Proper accounting methods will 
indicate the cost of materials used. 
In these times of rapidly changing 
market products, hospitals will 
find it necessary to set up trial 
areas to make cost comparisons of 
materials and labor. Much has 
been written about the value of 
cost accounting in hospitals; to ar- 
rive at cost records, accurate con- 
trols must be established. 


BUDGET PREPARATION 


Budget preparation also depends 
on a proper inventory procedure 
and record system. Ability to re- 
late accurate past facts on usage 
and cost of usage to patient days 
and other established data is es- 
sential in providing a_ supplies 
budget for analysis and review. It 
is not intended to imply that the 
responsibility for a supply budget 
is the purchasing agent’s; however, 
the assistance that he makes avail- 
able through accurate records is 
invaluable to the business office in 
setting anticipated expenses. And 
having readily available a record 
showing the utilization of particu- 
lar items for specific periods en- 
ables the purchasing agent to es- 
tablish departmental needs. Also, 
by proper use of inventory con- 
trol methods, actual expenses can 
be adequately compared with 
budgeted expenses. 

Providing service to other depart- 
ments. It is essential not only to 
show the amount of past usage, but 
also to control duplication of sup- 
ply. Proper usage and prevention 
of duplicated items are factors that 
can be controlled by adequate in- 
ventory management. With thou- 
sands of items in an inventory, it 
is not possible without proper rec- 
ords for anyone to maintain a 
watchful eye on the items issued 
and the use made of them. A rapid 
change in hospital products is tak- 
ing place, and it becomes necessary 


for the hospital to know, when it 
switches to an improved method 
and product, that all outmoded and 
obsolete supplies have been dis- 
continued. 

In providing service to the vari- 
ous hospital departments, the pur- 
chasing agent must always have 
available a constant supply of the 
products needed. The frequency 
of emergency requisitions from 
various ordering areas poses a 
challenge to the purchasing agent. 
A solution to this problem follows. 


PROBLEM SOLVING 


Through the use of accurate rec- 
ords, it is quite possible to set in- 
ventories. For a nursing unit, for 
example, the complete inventory 
and delivery can be done by the 
purchasing department. By pro- 
viding this service, the purchasing 
agent has better control of issuance 
and the burden of the nursing unit 
is lightened. How often it happens 
that the shopping list of the nurs- 
ing unit is incomplete or is too 
large! Through proper analysis of 
past usage and past ordering, the 
purchasing department can set in- 
ventories for each ordering sta- 
tion; this will develop a more effi- 
cient method of distribution and 
will be more economical. 

Let us study this method. Fol- 
lowing some of the principles of 
inventory management, including 
avoiding obsolescence and spoilage 
and minimizing the costs of owning 
inventory, the purchasing depart- 
ment finds it necessary to study 
inventories in the various ordering 
areas. Although these items are 
already charged as expense and 
are out of inventory, nevertheless 
they represent an inventory, for 
it is on the basis of a quick survey 
of what is on hand that the order- 
ing department makes its requisi- 
tion. Through accurate records and 
control of issuances, it becomes 
relatively easy to set an inventory 
for each ordering station. This 
prearranged inventory can then he 
stocked routinely by the storeroom. 
The purchasing department is thus 
enabled not only to become better 
acquainted with the personnel and 
their thinking, but also to fulfill 
some of the principles of inventory 
management. 

When it comes to solving inven- 
tory problems, the analysis of gen- 
eral storeroom issuances is a symp- 
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tomatic method of defining a prob- 
lem, whereas control of inventory 
in the ordering unit becomes more 
a matter of establishing a diagnosis 
for problems of overuse, misuse or 
underuse of supplies. 

As the purchasing agent becomes 
aware of departmental activities, 
he is much better prepared to pur- 
chase products intelligently. Too, 
the personnel contacted are in a 
better position to understand the 
proper use of items. This method 
could be called educational inven- 
tory control, for it accomplishes 
several goals, including that of 
proper inventory management. The 
approach the purchasing agent 
takes and his attitude are impor-~- 
tant because many programs fail, 
not because of the program, but 
because of the wrong approach. 

Standardization as an aid to purchas- 
ing. American industry has accepted 
standardization as a criterion for 
defining quality. Standardization 
helps the purchasing agent obtain 
the value and quality needed with- 
out excessive costs and with a min- 
imum of negotiation. 


DEFINING QUALITY 
Stuart F. Heinritz has written:4 

“Theoretically to get value, 
the right quality for the spe- 
cific function must be specified. 
But to determine and define 
the ideal quality for a particu- 
lar purpose, from a strictly 
technical standpoint, would 
not only complicate the proc- 
ess enormously, but it could 
easily result in setting up re- 
quirements of a highly indi- 
vidualized nature, procurable 
only on special order, at the ex- 
pense of such important com- 
mercial considerations as quick 
availability, interchangeability 
and alternative sources. Costs 
under such circumstances 
would be correspondingly 
high, and the mass production 
methods which are the partic- 
ular genius of American man- 
ufacture would be difficult, 
and in many cases impossible 
of achievement. 

“Fortunately, industry has 
found the answer in standard- 
ization of materials and prod- 
ucts so that the selection may 
be made, not from an infinite 
number of possible qualities 
and sizes, but from a more 
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practicable range which is 
broad enough to meet the 
majority of requirements 
satisfactorily, yet sufficiently 
limited and well established 
as to acceptance and use, to 
permit mass production and 
ready availability.” 

Once the purchasing department 
has developed the various criteria 
of inventory control—inventory 
management, service to other de- 
partments and standardization as 
an aid to purchasing (including 


the vendor )—there are several ac- 
cepted methods of applying vari- 
ous formulas to determine inven- 
tory levels. There is no doubt that 
many hospitals apply only the 
knowledge and the experience of 
the purchasing agent in determin- 
ing inventory levels. 
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Just break special seal, 

extrude roll aseptically, 

remove plastic sheet from interleaf, 
and apply to patient. 
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Two sizes: 
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As the final step in pre-operative skin preparation, adhere 
sterile Vi-DRAPE Film firmly to the patient’s skin with 
spray-on sterile Vi-Hesive® Adherant. This plastic 
bacterial barrier molds to all contours, seals off the skin, 
presenting a sterile operative site. Anatomic areas difficult 
to disinfect and previously considered impossible to drape 
aseptically are isolated. Vi-DRAPE Film is impervious 

to bacteria, feces, and fluids... permits extending incision 
or making second incision without re-prepping or 
re-draping...eliminates skin towels and towel clips. 


Both the new STERILE Vi-DRAPE Film and the 
original NON-STERILE package are now available 


through your surgical supply dealer. 


AEROP LAST CORPORATION Station A—Box 1, Dayton 3, Ohio 


Originators of aids for improved asepsis 


Have you seen the color motion picture showing use of Vi-DRAPE Film 
in many anatomieareas? If not, why not send for scheduling 
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New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
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Venetian blinds (18F-1) 
Manufacturer's description: Capable of 
being lowered from the top, this 
blind enables a patient to have 
complete privacy, yet allows him 
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> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 





to enjoy the advantage of being 
able to look out the window at any 
time. When the unit is fully raised, 
it becomes a conventional venetian 
blind. Levolor Lorentzen, Inc., 
Dept. H18, 720 Monroe St., Hobo- 
ken, N.J. 


Mop washer (18F-2) 


Manvfacturer’'s description: Lightweight 
and portable, this unit is galva- 


nized for rust resistance, can be at- 
tached to any water outlet adapted 
for hose connections and fits in 
utility sinks, over floor drains, or 
in mop wagons, Six jet sprays force 
water through mop strands and 
flush out dirt, caustics and other 
foreign matter. The unit has a 
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_Mop washer (18F-2) 
Radio-electrocardiograph (18F-3) 
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standard hose connection, 11/16 
in. steel conduit and the shipping 
weight is 8 lbs. Geerpres Wringer, 
Inc., Dept. H18, P.O. Box 658, 
Muskegon, Mich. 


Radio-electrocardiograph (18F-3) 

Manufacturer's description: This radio- 
electrocardiograph enables an elec- 
trocardiogram to be taken while a 
patient is exercising. The pocket- 
size transmitter broadcasts the pa- 
tient’s heartbeats to a compact re- 
ceiver, which can be located as far 
away as 500 feet. The receiver then 
relays the information to an oscil- 
loscope, standard recording appa- 
ratus or a magnetic tape recorder 


for analysis. This process aids in 
detecting cardiac abnormalities 
that may be inherent only when 
the patient is exercising or when 
the heart is under stress. Tele- 
Medics, Inc., Dept. H18, Southamp- 


ton, Pa. 


Maintenance basket (18F-4) 

Manufacturer's description: Constructed 
of heavy-duty chrome plated steel 
wire, this basket can be hooked on 
an 8- or 1l-gal. bucket. The basket 
transports supplies such as hand 
soap, tools, rags, etc. The basket 
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fits tightly on all round straight- 
walled buckets for twin or single 
units and will store conveniently 
inside bucket when not in use. 
Geerpres Wringer, Inc., Dept. H18, 
P.O. Box 658, Muskegon, Mich. 


Surgical dressing (18F-5) 

Manufacturer's description: Keeping the 
wound in a semidry condition, 
these first-aid pads provide cres- 
cent-shaped perforated openings 
that automatically open and close 


in response to body motion or to 
pressure of the exudate itself. Fas- 
tened with strips of adhesive or 
wrapped in a conforming bandage, 
the four-layered dressings, which 
are heat sealed to prevent fraying 
or raveling, contain a solution 
which holds the layers together in 
a single entity. Packed in boxes of 
50, each 3 by 3-in. package en- 
velope provides a germ-proof 
covering that keeps the pad sterile 
until ready for use. Johnson & 
Johnson, Dept. H18, New Bruns- 
wick, N.J. 


Nylon bag package sterilization 
(18F-6) 


Manufacturer's description: Available in 


a variety of sizes, these transparent, 
re-usable nylon bags permit safe 
package sterilization of linens, 
dressings and instruments. The 
nylon bags are steam permeable, 
permit sterilization at temperatures 


SEPTEMBER 16, 1961, VOL. 35 




















SOILPROOF Marlite paneling 


for wash-and-wear walls 
that never show their age! 


In even your busiest hospital traffic areas, walls of Marlite panel- 
ing stay like new for years. That’s because Marlite’s baked plastic 
finish shrugs off grease, stains, mars—even heat! Marlite walls can 
be kept clean and sanitary with an occasional washing. And unlike 
many “finished” wall panels that dull with age and damage through 
use, Marlite’s hard, dent-resistant surface withstands constant use 
and abuse. 

Moreover, your Own maintenance men can install Marlite with- 
out interrupting normal hospital activities. No muss, plaster dust, 
lingering paint odors! You can choose from Trendwoods®, plain- 
colors, marble, decorator patterns. See your architect, contractor, 
building materials dealer, or write Marlite Division of Masonite 
Corporation, Dept. 912, Dover, Ohio. 


Marlite 


plastic-finished paneling 


ANOTHER QUALITY PRODUCT OF MASONITE® RESEARCH 
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up to 287°F. and once sealed and 
autoclaved become completely 
sterile. Sealed with a special tape, 
the bags are available in 12 widths 
from 1 to 20 in. and in lengths 
from 4 to 30 in. Packaged in units 
of 100 bags, with each sealed on 
three sides, the bags are offered 
with two thicknesses: .001 and 
.002 in. R. A. Hawks Div. of Sierra 
Engineering Co., Dept. H18, 123 E. 
Montecito, Sierra Madre, Calif. 


X-Ray processer (18F-7) 

Manufacturer's description: For the proc- 
essing of screen-type medical x-ray 
film, this unit uses 10 sq. ft. of 
floor space, has a seven minute 
processing cycle and provides a 


roller transport system. The unit 
has a processing capacity of 100 
sheets of film per hour and can 
be used in emergency, surgery, 
neurology or orthopedics areas. 
Eastman Kodak Co., Dept. H18, 
Rochester 4, N.Y. 


Dish dispenser (18F-8) 

Manufacturer's description: Designed to 
store up to 12 doz. cups and saucers 
in a compact frame measuring 34 
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by 22 by 38 in., this stainless steel 
dispenser provides an elevator 
mechanism that requires no chains, 
cables, sprockets, angles or ex- 
posed springs for maintenance- 
free operation. The dispensers are 
available in portable, stationary, 
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enclosed, heated or unheated 
models and are mounted on 4 in., 
full swivel, nonmarking ball-bear- 
ing casters, with corner bumpers 
supplied as standard equipment. 
Shelley Mfg. Co., Dept. H18, 3800 
N.W. 38th St., Miami, Fla. 


Slit sampler (18F-9) 

Manufacturer's description: This slit sam- 
pler collects samples of airborne 
bacteria and denosits them on a 


culture medium which ettects 
reproducible quantitative results 
with minimum contamination. The 
sampler collects approximately 80 
per cent of all particles in a size 
range of one to 50 microns. It 
weighs approximately 6 lbs. and 
has a permanently calibrated air 
flow of one cu. ft. per min. with 
any vacuum source of 10 in. of 
mercury or more. Fulton Products 

o., Inc., Dept. H18, 2380 Bolton 
Rd., N.W., Atlanta 18. 


Storage incubator (18F-10) 

Manufacturer's description: This unit has 
both heat and cold facilities for 
storing items at a precise tempera- 
ture. The incubator will maintain 
any temperature between 5° F. 
and 100° F. and is designed for a 
wide application of scientific, medi- 
cal and educational uses including 


seed incubation, blood and drug 
storage, metal conditioning, chemi- 
cal analysis, culture growth and 
biological experimentation. Seven 
adjustable shelves, interior light, 
magnetic gasket for tight door seal, 
no-frost operation and white por- 
celain enamel interior are just a 
few of the features incorporated in 
this unit. Revco, Inc., Dept. H18, 
Deerfield, Mich. 


Safety crib (18F-11) 

Manufacturer's description: To eliminate 
the possibility of a child injuring 
himself by falling over the side or 
end of a crib, this safety crib pro- 
vides an upper section of heavy- 
gauge, transparent plastic film that 
extends above the sides and ends 
of the crib and prevents a child 
from climbing out. The 21-in. ex- 
tension above the 2344-in. wooden 
sides precludes the necessity for 
nets. halters, or er weechenical 
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restraints, The crib is available in 
30 by 60 in. over-all size with flat 
link, tilting and gatch springs. The 
Hard Mfg. Co., Dept. H18, Box 427, 
Buffalo 5. 
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Electric bed (18F-12) 
Manufacturer's description: Finger- 


tip controls, mounted on both sides 


ot bed tor easy access by patient 
and nurse, and which can be de- 
activated in any position, regulate 
the height and spring position on 
this all-electric bed. Head and foot 
sections elevate to all required 
positions and provide a removable 
top for cleaning and adjustment 
purposes. The 5-in. casters permit 
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Hard hats on good heads 
send you the best oxygen 
—always U.S.P. 


At tcthaencinennoce 





The wearer of this hat works in a Linde plant. Besides a hard hat, he wears—figuratively—a “thinking cap.” 
He carries in his head the many precautions needed to assure that Linde oxygen meets U.S.P. standards. 
All Linde workers know that every liter of oxygen that goes into a Linde cylinder or Linde liquid system 
could be used for medical purposes. ..must be fit for human consumption. 


Linde plant people know, for instance, that on every returned empty cylinder they must pull a vacuum so 
deep that it takes out all residuals. They know that the time to see that Linde products meet or exceed 
governmental requirements for safety is during manufacture. They know that any material used any place 
in the manufacturing process must be free of potential contaminants. 

High manufacturing standards fit naturally into Linde’s philosophy of service. To learn about the many ways 
that Linde can serve you, call your nearest Linde representative or distributor, or write Linde Company, 


Division of Union Carbide Corporation, 270 Park Avenue, New York 17, N. Y. In Canada: Union Carbide 
Canada Limited, Linde Gases Division, Toronto 12. 


Linde/first in Oxygen U.S.PR LINDE 


: 3 COMPANY G20 707: 
"Linde" and "Union Carbide” are registered trade marks of Union Carbide Corporation. 





the spring to be lowered from a 
high position of 26 in. to a low of 
17 in., and the foot end casters are 
recessed to prevent tripping. Hill- 
Rom, Inc., Dept. H18, Batesville, 
Ind. 


Laboratory testing aid (18F-13) 

Manufacturer's description: Offering a 
means for determining the beta- 
lipoprotein level in serum, this de- 
vice provides measurement levels 
of beta-lipoprotein which aids in 
diagnostic and prognostic proce- 
dures. The product can also be used 
as a supplemental test in the diag- 
nosis and management of diabetes, 
liver disease, hypothyroidism, 
nephrosis and other disorders fre- 
quently associated with elevation 


of serum beta-lipoprotein. Hyland 
Laboratories, Dept. H18, 4501 Col- 
orado Blvd., Los Angeles 39. 


Soluble coffee brewer (18F-14) 
Manufacturer's description: Capable of 


making up to 300 cups of coffee 





per hour, this coffee brewer will 
brew 198 cups of coffee before it 
must be reloaded. The brewer is 
28.5 in. high, 13 in. wide, 24 in. 
deep and weighs 92 lbs. The coffee 
used in the brewer is contained in 
18 package cartons, with each 
package containing enough coffee to 
make one decanter of coffee. Gen- 





Pretty good trick if you can do it—and you can! Buy 
a Geerpres twin tank outfit and a convertible bucket. 
With these two you have a single bucket for small 
clean-up jobs, a twin tank outfit for large mopping 
jobs and a three bucket train for major cleaning 
operations. Secret? . Built-in hooks, which tie the 
two units together instantly, are standard on all 
rubber bumper equipped Geerpres units. — 





eral Foods Corp., Dept. H18, White 
Plains, N.Y. 


Linen truck (18F-15) 

Manufacturer's description: Combining 
strength with lightweight mobili- 
ty, these aluminum trucks are of- 
fered in 9 and 14 compartment 
sizes. One model has a linen ca- 
pacity of 40 to 46 beds, while a 
smaller companion unit accom- 
modates 32 to 36 beds. Of welded 
construction and mounted on four 
rubber tires, the truck features 
bolted vertical shelves and parti- 
tions with rolled edges for extra 
strength and convenience in load- 
ing and removing linens. The mod- 
els are furnished in metallic green 





or blue baked enamel finish. Jarvis 
& Jarvis Div., Dept. H18, United 
Service Equip. Co., Inc., Palmer, 
Mass. 


Oven range (18F-16) 

Manufacturer's description: Utilizing the 
heating principle of direct infra- 
red heat, which travels in straight 
lines at the speed of light, heating 
only objects in its path, this unit 
projects little or no flame as com- 
bustion occurs within ceramic 
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“First 
the pause for 
patient 
identification-— 

then the 

medication” 


Ident-A-Band° by Hollister places your patient's safety at 
your fingertips. Ident-A-Band stays on, stays legible, always 


positive. Just a glance and you known this is the right patient. 


ident-A-Band 
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Hollister Incorporated, 833 N. Orleans St., Chicago 10 In Canada, Hollister Limited, 160 Bay St., Toronto 1 C — = 
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by Hollister becomes a personal representative of 
your hospital. Quality designs, LithoGraved® on 

the finest paper, create a lasting and favorable 
impression that will help your hospital for many 
years to come. Send today for our free portfolio 
illustrating more than 50 popular styles of certificate. 


INCORPORATED” a 
633 NORTH ORLEANS STREET, CHICAGO 10, ILLINOTS 


ed dtibedd. BIRTH CERTIFICATES by? 


IN CANADA, HOLLISTER LIMITED, 160 BAY ST., TORONTO 1 
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catalysts. The oven is 26 by 28 by 
14 in.; the cooking top has three 
16 by 24 in. top plates of heavy 
chrome alloy, with each plate 
heated by burners rated at 54,000 
BTU per top plate. The complete 
range is available in either black 
baked enamel finish or stainless 
steel. South Bend Range Corp., 
Dept. H18, South Bend 21, Ind. 


Automatic electronic 
sphygmomanometer (18F-17) 
Manufacturer's description: Capable of 
giving systolic and diastolic read- 
ings without employing a stetho- 
scope, this electronic blood pressure 
device employs a microphone that 
detects faint pulse sounds. The 
pulse sounds are then amplified by 
a five transistor amplifier and are 


visually reproduced by a red 
lamp which is adjacent to the 
mercury column. Contained in a 
metal case, the unit measures 12 
by 3% by 2 in. and is powered by 
four standard flashlight batteries, 
which allow for normal service 
over a six month period. Calhear 
Instruments Co., Dept. H18, 412 W. 
6th St., Los Angeles 14. 


Skin cleansing leaves (18F-18) 


Manufacturer’s description: Designed for 
maximum hand washing conven- 
ience, each individual leaf dissolves 


Gamophen 
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into a lather that is ample for one 
thorough hand-washing and con- 
tains a hexachlorophene base which 
provides antibacterial hand protec- 
tion to help in the prevention of 
cross-contamination. A permanent 
wall dispenser unit containing 750 
leaves can be used in nursing sta- 
tions, restrooms and other hospital 
areas. Refill units are also available. 
Arwood, Dept. H18, Somerville, 
Nid. 


Soup mix (18F-19) 

Manufacturer's description: Packed in in- 
dividual serving envelopes, made 
of kraft paper and plastic and 
aluminum foil, this soup is avail- 
able in beef or chicken flavors and 
requires only to be mixed with hot 








ins | 
Right Sime 


BEEF FLAVOR SOUP MIX 


water tor serving. The envelopes 
are packed 100 to a display carton, 
10 cartons to a case. Each envelope 
incorporates a tear-string which 
cleanly rips the top of the package 
for easy pouring. General Foods 
Corp., Dept. H19, White Plains, N.Y. 
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SEE COUPON, PAGE 84 


Conductive linoleum (18FL-1)—This 
16-page, illustrated technical data 
manual is concerned with the haz- 
ards of static electricity in the 
presence of explosive vapors and 
combustible substances. The man- 
ual also includes uses, specifica- 
tions and installation data, plus 
cost information and testing and 
maintenance procedures. Congole- 
um-Nairn, Inc., Dept. H18, 195 
Belgrove Drive, Kearny, N.J. 


Record card frames (18FL-2)—De- 
scribed and illustrated in this cir- 
cular are convenient filing units 
for nursing care cards and similar 
hospital, business and medical 
record forms. The card holders 
can be used in nursing stations, 
hospital and nursing home offices 
and physicians’ records. The cards 
are available in two sizes: 8 by 5- 
in. and 6 by 4-in. Physicians’ Rec- 
ord Co., Dept. H18, 3000 S. Ridge- 
land Ave., Berwyn, IIl. 


Boiler bulletin (18FL-3) —This 
eight-page, two-color, 842 by 11- 
in. illustrated technical bulletin 
describes a series of boilers for 
heating medium-size buildings 
such as office and store buildings, 
schools, motels, hospitals, small 
factories, etc. The bulletin includes 
tabulated data on ratings and di- 
mensions of the three-pass boilers 


which are available in 12 sizes 
ranging in capacity from 243,000 
to 1,350,000 Btuh SBI rating, to- 
gether with code requirements, 
specifications and selection data for 
available heating coils and induced 
draft fans. American Standard In- 
dustrial Div., Dept. H18, Detroit 32. 


Laboratory glassware (18FL-4)—A 
listing of price changes and 45 ad- 
ditions to a line of laboratory glass- 
ware are the primary features of 
this eight page, two-color brochure. 
Products listed include graduated 
cylinders with accu-red markings 
and protective beads, filtering 
flasks with replaceable tubulations, 
immersion heaters, low form meas- 
uring beakers and number 1% 
thickness optical cover glasses. 
Corning Glass Works, Laboratory 
Glassware, Dept. H18, Corning, 
N:Y. 

Glass care guide (00FL-0)—Incor- 
porating the latest techniques and 
procedures and designed to derive 
greater benefits and utility from 
glassware service, this 16-page 
publication features such subjects 
as putting new glassware to work; 
how to wash glassware—by hand, 
by machine, by cold water; how to 
care for tableware and care of ac- 
cessory glassware. Glassware In- 
stitute of America, Dept. H18, 630 
Third Ave., New York 17. 
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it Oatmeal is an ideal food for hospitalized patients, pro- 

Naturally nutritious oatmeal viding more protein than any other whole-grain cereal. 

. . . ~ Oatmeal with milk contributes substantially to the dietary 

IS hi gh in protein see allowances recommended for thiamine, riboflavin, niacin 

. : . . and iron. Rich in phosphorus, low in sodium, it is unsur- 
high in thiamine passed in dietary usefulness, 

Oatmeal is easy to prepare . . . and economical to serve, 

It’s high in nourishment. . . low in calories, even with milk. 

One ounce of Quaker Oats provides the following percentages of 

adult M.D.R.: thiamine (vitamin B1) 16.5%, phosphorus 16.5%, and 


iron 11.0%. Each ounce also provides 110 calories, and 16.7% protein, 
6.9% fat, 62.4% carbohydrates, and 1.5% non-nutritive crude fiber. 


For additional information write: Medical Service Dept. 





Quaker Oats 
and Mother's Oats 


are the came : The Quaker Oats Company 


fine product. 
CHICAGO 64, ILLINOIS 
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feed seavice and dietetics 


AS TEMPERATURE 
GOES DOWN: 


1. Chemical reactions 
slow down 
2. Bacterial growth 


declines and 
bacterial numbers 


decrease 


FROZEN FOODS: 


uses and 


management 


ERO DEGREES FAHRENHEIT—the 
mere mention of this tempera- 
ture makes those who live in 
northern climates shiver and re- 
member bone-chilling winter days. 
However unsuitable this tempera- 
ture seems for human comfort, it 
is the recommended storage tem- 
perature for frozen foods. Whether 
a frozen food retains its high qual- 
ity for six months or only two 
months after processing depends 
primarily on how well it has been 
protected from temperatures above 
0° F. In no other type of proc- 
essed food is the temperature of 
handling and storage so important 
and so difficult to maintain. 
Freezing as a method of food 
preservation is based on the effect 
of low temperature on chemical 
reactions and on bacteria. Temper- 
ature is critical to life, chiefly 
through its effect on chemical re- 
actions. As the temperature goes 
down, chemical reactions slow 


The following organizations furnished 
information and photographs for this arti- 
cle: Armour and Company, Chicago, II1.; 
Frozen Pea Council, Chicago, Ill.; Frozen 
Potato Products Institute, Chicago, IIL; 
General Electric Company, Chicago 
Heights, I).; National Association of Fro- 
zen Food Packers, Washington, D.C., and 
Western Utilization Research and Devel- 
opment Division, Agricultural Research 
Service, U.S. Department of Agriculture, 
Albany, Calif. 


SEPTEMBER 16, 1961, VOL. 35 


NORMAL BODY TEMPERATURE 


J COMFORTABLE ROOM TEMPERATURE 


REFRIGERATOR TEMPERATURE — GOOD FOR 
DEFROSTING (Organisms responsible for 
food poisoning do not grow below 40° F,) 


FREEZING POINT OF WATER 
(Frozen foods are not frozen solid at this 
temperature) 


LITTLE OR NO BACTERIAL GROWTH AT OR 
BELOW THIS TEMPERATURE 


| RECOMMENDED STORAGE TEMPERATURE FOR 


FROZEN FOODS (Set freezer temperature 


at —5° F. to insure maintenance of O° F.) 


COMMERCIAL FREEZING OF FOODS IS 
ACCOMPLISHED AT TEMPERATURES BELOW 


0° F., EVEN AS LOW AS —1 28° F. IN 
NEWER PROCESSES 


TEMPERATURE LANDMARKS 





The need of frozen foods to be 
stored at 0° F. creates management 
problems in the hospital. The use of 
these foods at the Chicago Lying-In 
Hospital, University of Chicago Clinics, 
illustrates how one dietary department 
handles the purchase, storage and 
preparation of these convenience items. 





down. As a secondary effect, bac- 
terial populations are reduced. All 
bacterial growth ceases somewhere 
between 10 and 15° F., although 
some bacteria remain, ready to 
multiply when the temperature is 
raised. Frozen foods are not sterile. 

Although 32° F. is the freezing 
point of water, this is not the sharp 
dividing point between the frozen 
and the unfrozen, as many people 
believe. Because of the presence 
of sugar, salt and other substances 
in foods, many foods do not freeze 
until a temperature well below 32° 
F. is reached, and many are not 
frozen solid until the temperature 


goes down to 15° F. or thereabouts. 
The temperature at which specific 
foods are frozen solid depends 
upon their individual composition. 

Chemical reactions do not cease 
at 32° F, either. As the tempera- 
ture goes down to 0° F., they are 
slowed considerably; at —10° F., 
they occur even more slowly; but 
even at —30° F., some change pro- 
ceeds at a slow rate. Some types 
of chemical reactions proceed more 
quickly in the cold than others. For 
this reason, certain types of foods, 
such as luncheon meats, cured pork 
and some cooked combination 
dishes, have a short storage life 
even at 0° F. 

For practical purposes, 0° F. is 
a good temperature for the storage 
of frozen foods. Many foods will 
keep for one year at this tempera- 
ture. Some authorities recommend 
setting the freezer temperature at 

5° F. to insure that the tempera- 
ture does not rise above 0° F. 














DIRECTIONS FOR PREPARING REPRESENTATIVE FROZEN FOODS 


Unit of 
Purchase 


Vegetables 


2% |b. 
carton 


Peas 


3 Ib. 


carton 


Spinach 


Fruits 


12-32 oz. 
cans/case 


Orange juice 
concentrate 


Strawberries 


Meat 
Beef: preportioned 10 Ib. box 


sirloin strip steak 


Breaded veal steaks, 10 Ib. box 


4 oz. 


Roasts 


Frozen foods to be 


used in recipes 


Defrosting 


Not necessary if ‘loose’ 
pack 


Packages in a solid block 
need defrosting to speed 
heat penetration 


Defrost just enough so that 
concentrate slips out of can; 


reconstitute with 3 cans water 


Defrost until just thawed or 
a few ice crystals remain; 


serve or use immediately 


Defrost 


Do not defrost (Most prepor- 
tioned frozen meats are 
cooked without defrosting) 


(a) Defrost in refrigerator 
(less ‘“drip’’ than if de- 
frosted at room tempera- 
ture) 

or 
(b) Do not defrost 


Defrost or precook to permit 
mixing with other ingredients 


Cooking 


Use minimum amount of water; cook 
only until tender 
Boil: 4-8 min. 


Pressure cooker: | min. 


Boil: 4-6 min. 


Pressure cooker: 2-1 min. 


In preheated broiler, 342-4 in. from 
heat: 

Rare: 10-12 min. 

Medium: 12-14 min. 

Well: 14-16 min. 


Fry in a small amount of fat in a pre- 
heated medium hot grill for 10 min. 
or until nicely browned, turning once; 


may also be fried in deep fat 


(a) Use same cooking time as for 


fresh meats 


(b) Cooking time will be increased 
up to double the time needed for 
fresh meats to reach the same 


internal temperature 
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Safety is an even more impor- 
tant factor than quality in food. 
Frozen foods have a good safety 
record because unless gross mis- 
handling occurs and the tempera- 
ture rises above 40° F. (refriger- 
ator temperature), food poisoning 
bacteria do not grow. Quality de- 
terioration usually proceeds at such 
a rate that a product would be 
considered inedible before it would 
be likely to cause food poisoning. 
Food poisoning is more likely to 
occur in some of the prepared food 
items than in the raw or partially 
prepared foods. 

Humans maintain a normal body 
temperature of approximately 98.6° 
F. and are perhaps most comfort- 
able at a room temperature be- 
tween 75 to 80° F. Although 0° F, 
is a good temperature for storing 
frozen foods, most of us do not 
consider it a friendly environment. 
It is this difference between the 
ideal storage temperature for fro- 
zen foods and the indoor tempera- 
ture in our institutions, as well as 
the outdoor temperature at most 
times of the year, that makes han- 
dling of frozen foods difficult dur- 
ing the many steps involved in 
their processing and distribution. 

One processor has remarked that 
the ideal system for distributing 
frozen foods was a tunnel kept at 
0° F. stretching from the processor 
to the cook. Since such a tunnel is 
obviously not a reality, the con- 
tinuous 0° F. storage temperature 
is a goal to shoot at rather than an 
absolute requirement. 

The important point is to keep 
the freezer temperature at or be- 
low 0° F., and to minimize expo- 
sure to other temperatures. In the 
hospital dietary department, many 
practices will minimize the harm- 
ful effects of temperatures above 
0° F. on the quality of frozen foods 
—checking in and storing frozen 
foods immediately after they are 
received; keeping a continuous in- 
ventory to aid in using frozen foods 
before the recommended storage 
times are exceeded, and cooking 
frozen foods without defrosting, or 
using them as soon as they are de- 
frosted. 

The number one problem in hos- 
pital use of frozen foods is the 
available freezer storage space, for 
the 0° F. storage space available 
will determine the variety of fro- 
zen foods to be used and the length 
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of time frozen foods may be stored. 


FROZEN FOODS AT CHICAGO HOSPITAL 


The handling of frozen foods at 
the Chicago Lying-In Hospital, 
University of Chicago Clinics, dem- 
onstrates how one hospital uses 
limited freezer space to provide a 
variety of frozen foods, which as 
a rule are not stored longer than 
from one week to one month. Such 
a use of freezer space—to keep 
foods at high quality longer than 
would be possible in a refrigerator 
but not to the upper limit of their 


storage life—has twin advantages: 
(1) the expense of purchasing and 
maintaining freezer space is mini- 
mized and (2) the possible damage 
to the quality of frozen foods by 
long storage is avoided. 

How this hospital handles fro- 
zen foods illustrates how one die- 
tary department has integrated the 
necessary steps in the purchase, 
storage and use of these tempera- 
ture-sensitive foods into its dietary 
department operations. 

Frozen foods purchased include 
frozen vegetables, fruits, orange 
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COLD FOODS 


Proven 
dependable 
efficiency 
day after 
day, 

year after 
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The Meals-on-Wheels Electra II, with side-by-side 
oven trays, is the newest development in simplicity, 
speed and accuracy. Its wide doors and open areas 


make cleaning easier. 


Individually heated beverage containers insure piping 
hot coffee—no spillage—second serving for your patients. 


Ice cream served firm from special mechanically re- 


frigerated freezer. 


A food serving system custom designed to fit your 


hospital requirements. 


Write today for complete information. 
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" Meals-on Wheels System 5065 E. 59th St., Kansas City 30, Mo. 


Manufactured by Crimsco, Inc. 


Please send me complete information on the Electra II 
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juice concentrate, turkey and fish 
and seafood products. One of the 
newer types of frozen products 
used is dehydrofrozen apples. No 
frozen prepared entrees are yet 
being used, but frozen kosher din- 
ners are being studied as a means 
of solving the problem of feeding 
orthodox Jewish patients. 

Long experience with dealers 
and with brands has led to the 
selection of certain brands of the 
different types of frozen food. If 
the dealer substitutes a different 
brand, this may be permitted once, 
but the second time the item will 
probably be returned. The dieti- 
tians taste all foods critically and 
keep a sharp watch for quality. 

Many of the meat and chicken 
items served at this hospital are 
purchased fresh in large cuts or 
whole birds and are cut into indi- 
vidual portions, packaged, labeled 
with the date and stored in the 
freezer for a week or until they 
are used. This work is done by the 
first cook who is skilled in meat 
cutting. As an example, 35 to 40 
boneless veal steaks are prepared 
from a whole leg of veal weighing 


25 to 30 pounds. Meat which can- 
not be cut into steaks is used for 
chop suey meat or veal patties. 
Boneless sirloin butt steaks (4 
ounces) are another type of por- 
tioned meat which is frozen in this 
dietary department. Chicken legs 
and breasts are obtained from fresh 
whole broilers averaging 2% 
pounds each. 

The dietitians believe that they 
can achieve better quality and va- 
riety by preparing and freezing 
their own portioned meat and poul- 
try than by buying prefabricated 
frozen meat and poultry. (This is 
one of the management decisions 
involving use of frozen foods; other 
hospitals may believe they gain by 
using the prefabricated frozen meat 
and poultry items on the market 
today.) 


CHECKING IN FROZEN FOODS 


Frozen foods are ordered once or 
twice a week at the Chicago Lying- 
In Hospital. When they are de- 
livered, the amounts and types re- 
ceived are immediately checked 
with the purchase order and the 
quantities are entered on the con- 


tinuous inventory kept on a black- 
board adjacent to the freezers. The 
condition of the packages is noted 
to be sure that the packages are 
hard-frozen, although the dieti- 
tians report they have not had any 
difficulty with thawed packages. 
Then these foods are stored in the 
freezer. 

For better control, the freezers 
are kept locked. The dietitians is- 
sue the quantities needed for each 
meal to the cooks. 

One way of cutting down waste 
is by cooking only the amount 
needed. This is as true of frozen 
foods as of any other type of food. 
Selecting the proper package size 
to be used is important too; either 
the full amount should be used or 
there should be plans for using the 
quantity left over. At this hospi- 
tal, selective menus are tallied with 
the help of a hand-operated me- 
chanical counter to determine the 
number of servings of each food 
needed for each meal, 

Practically all of the frozen foods 
which require cooking are cooked 
without defrosting. Most of the 
vegetables are in a so-called “loose 





oca-Cola, too, has its place in a well 
balanced diet. As a pure, wholesome 
drink, it provides a bit of quick energy 
... brings you back refreshed after work 
or play. It contributes to good health 


by providing a pleasurable moment’s 
pause from the pace of a busy day. 
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MEST ie is Pa ss 
(LEFT) PERPETUAL INVENTORY of frozen foods is kept on a blackboard tal. (RIGHT) PREPORTIONED MEAT is prepared from large roasts at this 
conveniently placed between the two upright freezers used for storing hospital by the first cook who is skilled in meat cutting. The meat is 
frozen foods in the dietary department of the Chicago Lying-In Hospi- then packaged, dated, frozen and used within a week or two. 


pack’’, and the meats are in por- 
tion-size pieces which lend them- 
selves to cooking without defrost- 
ing. Spinach is one exception to 
this rule. It comes frozen in a 
solid block and profits by being 
defrosted. Frozen fruits are also 
defrosted. 

Foods are defrosted in the re- 
frigerator. Those to be used for 
the morning or noon meal are 
placed in the refrigerator the night 
before, while those to be used for 
the evening meal are placed in the 
refrigerator in the morning. 


SPACED COOKING OF VEGETABLES 


“Spaced” or “staggered” cooking 
of vegetables is the rule. Cooking 
vegetables in comparatively small 
batches as they are needed is a 
good vegetable cooking practice 
for institutions. Whether the veg- 
etables are fresh, frozen, or canned, 
this practice best preserves flavor, 
quality and nutritive value. Stag- 
gered cooking may be used what- 
ever the cooking method—boiling 
in a small amount of water, steam- 
ing, or cooking in a pressure 
cooker, 

In Chicago Lying-In Hospital, 
one package (2 to 3 pounds) of a 
frozen vegetable is cooked at a 
time in a pressure cooker. Cook- 
ing time is very short by th 


SEPTEMBER 16, 1961, VOL. 35 


(ABOVE) FREEZERS ARE kept locked, 


and only administrative dietitians 
can remove foods as they are 
needed by the cooks. Frozen foods 
are stored only for short periods 
(one week to one month) at this 
hospital. (RIGHT) A TALLYING DE- 
VICE is used to determine the 
needed number of servings of each 
food, as indicated on the patients’ 
selective menus and modified diet 
orders. Use of this device helps to 
prevent waste by showing the ex- 
act quantities of foods needed. 





(TOP) “SPACED” COOKING of frozen vegetables as they are needed during the serving period 
is the rule at this hospital. A small pressure cooker cooks a 21/2 -pound package of frozen peas 
in 1 minute. The chart shown on the wall gives cooking directions. (CENTER) A WALK-IN 
REFRIGERATOR is used for defrosting frozen foods. Many of these foods are cooked without 
defrosting, but in the case of spinach, the frozen package is a solid block and defrosting speeds 
heat penetration. (BOTTOM) FROZEN BREADED VEAL drumsticks, like most other preportioned 
frozen meats, are cooked without defrosting. 


98 


method, not more than 134 min- 
utes. 

The photograph at left shows the 
cooking of a 2%-pound package 
of peas in this cooker. No water 
is added, and the automatic timer 
is set for one minute at 15 pounds 
pressure. Total elapsed cooking 
time (including time for the pres- 
sure to be raised to the desired 
point) is 3 minutes. 

The dietitians at this hospital 
have their own ideas about prepar- 
ing orange juice. To recapture the 
flavor of fresh orange juice and 
still benefit by the convenience of 
frozen juice concentrate, they rec- 
ommend mixing fresh orange juice 
and reconstituted frozen juice in a 
one to one proportion. 


DEHYDROFROZEN APPLES 


Dehydrofrozen apples, which are 
an example of one of the newer 
types of frozen foods, are used for 
making pies and for applesauce. 
One 15-pound package of the type 
used is equivalent to one bushel 
of apples. To make pies, the apples 
are defrosted and used without 
adding water. To make applesauce 
6 quarts of water are added to 15 
pounds of apples (defrosted), and 
cooking proceeds as in the usual 
recipe for applesauce. 

Dehydrofreezing combines two 
processes—dehydrating and freez- 
ing. Products are partially dried 
(approximately 50 per cent of the 
water is removed), then the food 
is quick frozen and must be kept 
frozen, preferably at the 0° F. 
temperature recommended for all 
frozen foods. These foods should 
not be confused with. freeze-dried 
foods, another new product, which 
are dried while in the frozen state 
to a low moisture content and do 
not require frozen storage. 

The advocates of dehydrofreez- 
ing claim that this process pro- 
duces foods which are comparable 
in quality to foods frozen without 
dehydration and which are more 
economical than almost any other 
type of processed food because of 
the saving of weight and volume. 
Also, the type of packaging needed 
is less expensive and weighs less 
than for comparable canned prod- 
ucts. Probably these dehydrofro- 
zen products have the greatest 
promise in institutions because the 
greatest economy is realized when 
they are packaged in large sized 
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11 ideas for serving 
colorful, delicious 


Sexton 
Gelatines 


Sexton gelatines have captured nature’s 
own fresh-fruit taste in a wide variety of 
palate-pleasing, eye-appealing flavors. De- 
licious for salads or desserts, they take 
only minutes to make and cost only pen- 
nies per serving. They will stand up for 
hours, remaining firm in form, clear in 
color and fresh in flavor. And because 
they are low in calories, salt free* and 
with vitamin C added, Sexton gelatines 
have particular appeal to the diet-conscious. 
*Except Black Raspberry 


Melba gelatine garnished with Sexton peach 
slices. Citrus gelatine with lettuce and sec- 
tions of Sexton grapefruit and mandarin orange. 

Wild Cherry gelatine with Sexton mayon- 
naise and nut topping; bordered by endive and 
Sexton kumquats. Sexton 5-flavor gelatine 
melange, with cubes of orange, lime, black rasp- 
berry, lemon and wild cherry. Apple gela- 
tine with grapes. F Buffet salad of Lemon 
gelatine molded with Sexton pineapple tidbits 
and marshmallows, white raisins and shredded 
carrots; bordered by Sexton tiny whole carrots, 
stuffed olives, cauliflower and rosebud beets. 

Red Raspberry gelatine topped with whipped 
cream and decorettes. Lime gelatine enclos- 
ing shredded cabbage, Sexton pimientos and 
green peppers; garnished with a radish rose, 
endive and pecan-capped cheese ball. Black 
Raspberry gelatine with melon balls. Orange 
gelatine bordered by water cress, avocado 
slices, cream cheese ball with grated nuts and 
Sexton Royal Anne cherries. <| Strawberry 
gelatine with marshmallow and strawberry slices 
within; decorated with whipped cream and a 
halved fresh strawberry. 


China shown is McNicol, distributed by Sexton. 


Quality Foods 
JOHN SEXTON & CO. 
Serving the volume feeding market since 1883 











See 2 o> SWARTZBAUGH UNITRAY SYSTEM 
speeds service at 
Jackson-Madison General Hospital 


(ONITRAY 


CART 


seh ae rane een avn tena eA Reser 


HE ADMINISTRATOR at Jackson-Madison 

General Hospital, Jackson, Tennessee, re- 
ports that the food and food service are better 
than ever since the installation of the new 
Swartzbaugh Unitray food service system. 
The hospital is one of the nation’s first users of 
the complete new Swartzbaugh system which 
provides for speedy assembly of hot and cold 
foods ... better than 7 trays a minute off the 
15’ skate wheel assembly line ... and for 
maintaining hot and cold food temperatures 
right up to the time the tray is delivered to 
the patient! 


The photo at the right illustrates the complete 
Swartzbaugh system in action. 


For more details on the complete Swartzbaugh 
Unitray system, write our sales headquarters 
at Palmer, Massachusetts. 


At Jackson-Madison General, nurs- 
ing service delivers the trays. The 
Unitray concept permits assembly 
and inspection of the complete 
tray in the main kitchen so there 
is no confusion of combining hot 
and cold items when the cart 
reaches the serving area. 


The photo at left shows one of the 
hospital nurses removing the com- 
pletely set-up trays from the 
Swartzbaugh Unitray just outside 
the patient’s room. Photo at right 
shows tray being delivered into 
patient’s room... hot foods are 
hot... cold foods are cold... all 
on the same tray... and all inthe 
right places. 
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containers. Dehydrofrozen foods 
already commercially available in- 
clude apples, pimentos and potato 
products, and many more are in 
the experimental stages. 


MANAGEMENT DECISIONS 


Each hospital can adapt the use 
of frozen foods to its own needs 
and facilities. Although short-term 
storage will suit some hospitals, 
especially those with markets read- 
ily available, other hospitals will 
find it advantageous to have more 
freezer storage space for possi- 
ble economies in buying larger 
amounts of foods and buying when 
prices are low. The convenience of 
having foods on hand and of mak- 
ing fewer purchases may also be 
important. 

The total number of frozen foods 
used in institutions makes it easier 
these days to say what foods are 
not frozen than what foods are 
frozen. The most popular frozen 
foods in institutional trade are the 
following: frozen vegetables, es- 
pecially frozen French fries, peas 
and cut corn; frozen fruits, such as 
blackberries, blueberries, boysen- 
berries, cherries and peaches, which 
are even more popular in institu- 
tion-sized packs than in retail 
packages; juice concentrates, es- 
pecially orange juice concentrate, 
and frozen poultry. 

Foods showing a promising be- 
ginning are “boil-in-bag” foods 
and other frozen entrees, which 
need only to be heated and served, 
and dehydrofrozen foods. The trend 
to the use of prefabricated or pre- 
portioned frozen meats shows ev- 
ery evidence of future growth. 

The decision as to whether to 
use a frozen food or an alternate 
form of the food depends on con- 
siderations of quality, cost, avail- 
ability of labor and freezer space, 
to name only a few. Most frozen 
foods do save time and labor, and 
the newer frozen entrees have only 
to be heated to furnish complete 
meals. Frozen vegetables save ship- 
ping charges because as much as 
50 per cent of the weight of the 
fresh produce has been eliminated 
by trimming, peeling, etc. Frozen 
peas are such a popular item that 
fresh peas in their pods are prac- 
tically unknown in food service 
operations. 

Cost comparisons between frozen 
foods and comparable unprocessed 
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(ABOVE) PORTIONED FROZEN SIRLOIN 
strip steaks packaged, 14 to a 10-lb. box, 
for the institutional market. The processor 
recommends defrosting these steaks before 
broiling. (RIGHT) FROZEN FRENCH FRIES, 
shown in foreground in the straight and 
crinkle cut forms, are at present the most 
popular of the frozen potato products 
available. In 1959, production of frozen 
French fries rose to approximately one 
fifth of the total amount of frozen vege- 
tables produced. (BELOW) STAND-BY 
FREEZER provides space for storing daily 
supplies of frozen foods in cooking area. 
Such a freezer supplements regular freezer 
storage space and adds to convenience of 
using frozen foods. 








SHORT 

(one month or less) 
MEDIUM 

{one to six months) 





LONG 
(six months to one year) 





SUGGESTED LENGTH OF STORAGE LIFE 
OF FROZEN FOODS AT 0° F. 


Ice cream 
Luncheon meats 


Most baked goods 

Cut-up chicken 

Whole turkey, duck or goose 
Poultry giblets 

Most fish and seafood products 
Ground beef 

Ground lamb 

Cured pork (ham, bacon) 

Pork sausage 

Variety meats (liver, heart, kidneys, etc.) 
Soups 


Combination dishes 


Most fruits 

Most fruit juice concentrates 
Most vegetables 

Whole chicken 

Beef (roasts, steaks) 

Lamb (roasts) 

Pork (roasts, chops) 








fresh foods are hard to make. Cost 


of management time saved by con- 
venience items is rarely calculated, 


and the savings that might be ef- 


fected by eliminating some equip- 
ment and space is hard to esti- 
mate. However, just calculating 
the labor saved with some of the 
frozen foods may in some cases 
give them a price advantage over 
the same item prepared in the hos- 
pital kitchen. A study was recently 
reported of what it cost to prepare 
potatoes to the point just prior to 
the final frying step—the state in 
which frozen French fries are when 
delivered. This study was done by 
a food service management firm in 
an employee dining room. This or- 
ganization found that processing 
100 pounds of potatoes to this point 
took 2 hours and 50 minutes of la- 
bor time, for a cost of 8.4 cents 
per pound. Adding to this the cost 
of the potatoes (12.7 cents per 
pound) and the shortening ab- 
sorbed in the first blanching step 
(1.3 cents per pound), the cost per 
pound of ready-to-fry French fries 
was 22.4 cents. (At present frozen 
French fries sell for approximately 
20 cents a pound.) 

Thirty years ago the frozen food 
business was in its infancy. A new 
commercial process for quick freez- 
ing foods at temperatures well be- 
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low 0° F. improved the quality of 
frozen foods and provided the 
stimulus for the growth of freezing 
as an important method of food 
preservation. Improvements in 
freezing processes are still being 
made. 

The past growth of the frozen 
foods industry may be only a hint 
of the growth still to come. For 
example, while consumption of 
frozen vegetables has more than 
doubled in the past 10 years, fro- 
zen vegetables still comprise only 
approximately 7.5 per cent of total 
vegetable consumption (fresh, 
canned and frozen). Estimates of 
the probable future of foods just 
beginning to appear on the market, 
such as frozen prepared entrees 
and dehydrofrozen foods, range 
from wildly optimistic forecasts of 
a revolution in food service to a 
more modest prediction of merely 
continued growth. 

In no other class of food are the 
management aspects so important. 
Two factors—the need for continu- 
ous storage at 0° F. and the labor- 
saving or convenience attributes of 
frozen foods—make special plan- 
ning necessary to reap the greatest 
possible benefits from these foods. 
The present and future uses of 
frozen foods raise management 
problems, such as the following: 





Personnel and job descriptions: 

1. Scheduling receiving proce- 
dures so that frozen foods are im- 
mediately checked in and stored 
upon receipt. 

2. Scheduling defrosting of foods 
when necessary. 

3. Training of cooks in best 
cooking methods for these foods. 

4, Estimating personnel needs 
and preparing job descriptions on 
the basis of labor-saving aspects 
of these foods. 

Equipment and kitchen planning: 

1. Estimating how much freezer 
storage is desirable, based on types 
of foods and turnover. Since use 
of frozen foods is increasing such 
estimates need constant revision. 

2. Appraising new types of 
equipment that may be needed, 
such as “stand-by” freezers for 
holding the daily supplies of fro- 
zen foods close to the cooking area; 
new types of equipment for cook- 
ing frozen foods, such as electronic 
ovens or equipment specially de- 
signed for heating “boil-in-bag” 
foods; defrosting chambers or ad- 
ditional refrigeration space for de- 
frosting. 

3. Planning kitchen layouts to 
fit new work flow; less total space 
may be needed. 

The frozen foods industry, which 
has been referred to as a “lusty 
youngster”, also has its moments 
of being a problem child. As more 
and more frozen foods are intro- 
duced, hospitals need to examine 
their freezer storage space, their 
kitchen layout and their working 
procedures to make the best use 
of these foods. a 


AVAILABLE PUBLICATIONS 


. Food storage guide for schools and in- 
stitutions. Published by Agricultural 
Marketing Service, U.S. Department of 
Agriculture, and available for 25 cents, 
payable with order, from U.S. Govern- 
ment Printing Office, Washington, D.C. 

. Frozen foods in food service establish- 
ments. Published by University of 
Massachusetts, Amherst, Mass., and 
available without charge from the Co- 
operative Extension Service of the Uni- 
versity. 

. Handling and merchandising of frozen 
foods: a selected bibliography. Pub- 
lished by the University of Massachu- 
setts, Amherst, Mass., and available 
without charge from the Food Distribu- 
tion Program, College of Agriculture 
of the University. 

. Protect frozen foods from temperature 
damage. Published by the Agricultural 
Research Service, U.S. Department of 
Agriculture, and available without 
charge from the Western Utilization 
Research and Development Division, 
Agricultural Research Service, U.S. De- 
partment of Agriculture, Albany 10, 
Calif. ; k 

. Receiving food in food service estab- 
lishments. Published by University of 
Massachusetts, Amherst, Mass., and 
available without charge from the Co- 
operative Extension Service of the Uni- 
versity. 
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personnel changes 


@ Ernest Norman Boettcher, M.D., assumed the duties of 
associate executive director of Hartford (Conn.) Hos- 
pital on August 1. He succeeds Ernest C. Shortliffe, M.D., 
who resigned to become the director of Presbyterian- 
University Hospital of the University of Pittsburgh. 
Dr. Boettcher most recently was medical superintend- 
ent at St. Joseph’s Hospital, Victoria, B.C. Previously 
he was an administrative resident at Strong Memorial 
Hospital, Rochester, N.Y., and administrative assist- 
ant at Toronto (Ont.) General Hospital. 


DR. BOETTCHER MR. CONROW MR. HINTON 


@ A. Chester Conrow is the newly appointed administra- 
tor of Saint Barnabas Medical Center, Newark, N.J. 
Formerly associate director and controller of the hos- 





pital, he succeeds George C. Schicks, who died recently. 
Mr. Conrow is a graduate of Ryder College, and also 
attended Harvard and Columbia universities. 


@ Warren $. Hinton has been appointed successor to 
O. J. Carder, D.D., who retired after 36 years as 
administrator of the Methodist Hospital and Medical 
Center, Saint Joseph, Mo. Mr. Hinton has been assist- 
ant administrator of the hospital since 1952, and is 
a graduate of the school of hospital administration, 
St. Louis (Mo.) University. 


@ F. Burns Roth, M.D., deputy minister of public health 
for Saskatchewan, has been appointed to the recently 
established full-time position of professor and head 
of the department of hospital administration at the 
University of Toronto’s School of Hygiene, effective 
July 1962. Dr. Roth will succeed J. Harvey Agnew, who 
has been professor and part-time head of the depart- 
ment since it was established in 1947. Dr, Roth has 
been associated with the department of public health 
in Saskatchewan since 1950. 


@ Calvin C. Smith, administrator of Grafton City (W. 
Va.) Hospital for the past three years, has assumed 
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light Power Plant is installed in 
your hospital or institution. 


Katolight is a pioneer in emer- 
gency power engineering, with in- 
stitutional, municipal, industrial 
and military installations through- 
out the world, 


Your exact emergency power re- 
quirements can be met with a Kato- 
light. Write to our design depart- 
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MANKATO, MINNESOTA 
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the position of administrator of Coshocton County 
(Ohio) Memorial Hospital. 


@ James J. Walsh has been appointed to the position 
of assistant administrator at St. Vincent’s Hospital of 
the City of New York. Mr. Walsh has been an admin- 
istrative resident at that hospital for the past year. 
He received his master’s degree in hospital adminis- 
tration from St. Louis University. 


@ Fred C. Washburn has been appointed to the position 
of assistant director of Aultman Hospital, Canton, 
Ohio. Formerly administrative assistant in charge of 
credit and collections, Mr. Washburn is a graduate of 
Bucknell University, Lewisburg, Pa. He holds a 
master’s degree in hospital administration from Yale 
University. 


@ Howard Weinberg was recently appointed director of 
Somers Manor Nursing Home, Somers, N.Y. Mr. 
Weinberg was formerly assistant director for seven 
years of Mt. Sinai Hospital of New York. He holds 
a bachelor of science degree from the College of the 
City of New York and a master of science degree in 
hospital administration from Columbia University. 


@ Charles B. Womer has been appointed associate direc- 
tor of the University Hospitals of Cleveland, Cleve- 
land, Ohio. Mr. Womer holds a master’s degree from 
Columbia University’s School of Public Health and 
administrative medicine. He joined University Hos- 


pitals in 1952 and was named assistant director in 
1957. 


Special Notes 


} Sidney M. Bergman, executive director of the Monte- 
fiore Hospital, Pittsburgh, has received the Isabel P. 
Kennedy Award for his outstanding contribution in 
the field of health and social welfare. The Kennedy 
Award, given in recognition of continuous and out- 
standing leadership in the community and for “‘ideal- 
ism, imagination, dedication and creative thinking” 
in administration, has been awarded annually for the 
past six years. 


> Gerhard Hartman, Ph.D., professor and director of the 
graduate program in hospital administration at the 
State University of Iowa, Iowa 

City, took office as president of the 

Association of University Programs 

in Hospital Administration. He suc- 

ceeds Col, Glenn Smith of the Army 

Brooke Medical Service School. 


> Paul Wolf, laundry and linen serv- 

ice manager at Cedars of Lebanon 

Hospital, Los Angeles, was installed y 
as president of the National Asso- 
ciation of Institutional Laundry 
Managers at the group’s recent 
convention in Miami Beach, Fla. 


MR. HARTMAN 
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BURROUGHS HOSPITAL ACCOUNTING MACHINES 
REDUCE COSTS, PROVIDE COMPLETE CONTROL 
OF PATIENT ACCOUNTS 


The seene: Expanding Greenville General Hospital, Greenville, S. C. 
The jeb: Accounting records of 25,000 in-patients and 100,000 out-patients 
annually. The equipment: Burroughs Series F Accounting 
Machines. The results, in the words of Director Robert E. 
Toomey: ‘‘Burroughs Accounting Machines chosen largely on 
the basis of our satisfaction with other Burroughs equipment 
throughout the hospital greatly facilitate our ‘Columnar Plan’ 
accounting. Together, the plan and the equipment have increased 
speed and accuracy, drastically cut direct operating costs, and 
given us complete control of patient records.” Burroughs—TM 


Director 
Robert E. Toomey 


jreenville General Hospital is one of many S Burroughs 


hospitals helped to new accounting efficiency by Burroughs 

Burroughs office automation equipment. For  % a 
details, ask to see our informative film, ‘“‘Data * orporation 
for Diagnosis.”’ Call our nearby branch now. Or 


write Burroughs Corporation, Detroit 32, Mich. 
“NEW DIMENSIONS { in electronics and data processing systems” 
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Key Health Bills Nearing Final Action 


The end of August saw decisive Congressional action 
on pending key health bills. Passed by the House more 
than a month earlier, the Community Health Services 
and Facilities Act of 1961 was in executive session of 
the Senate Labor and Public Welfare Committee. This 
measure, with certain modifications, was supported 
by the American Hospital Association in testimony to 
Congress. 

The bill appropriating funds for the Department of 
Health, Education, and Welfare for fiscal year 1962 
was in conference sessions of the House and Senate. 
The conferees’ decisions would include compromise 
figures on funds for Hill-Burton and the National In- 
stitutes of Health. These and certain other differing 
provisions in the versions of the bill passed by the 
House and Senate had been controversial issues. 


Another House-Senate conference committee was 
completing action on the foreign aid bill. As approved 
by the Senate, the measure authorized the use of U.S. 
Public Health Service personnel in overseas aid pro- 
grams. This was a new provision sponsored by Sen. 
Hubert Humphrey (D-Minn.). 


Hill-Burton Activities Tallied 


More than $1.5 billion in federal funds have been 
obligated under the Hill-Burton Act. This was dis- 
closed in a new cumulative summary of the program 
beginning in fiscal year July 1, 1948, and through the 
fiscal year ending June 30, 1961. The total projects 
approved number 5688 with a total cost of $4,926,- 
885,374. The federal funds obligated amount to 
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$1,550,214,062. The facilities provided are 238,946 in- 
patient beds and 1596 health units. Both in number 
of projects and amount of federal funds, the two most 
active years were fiscal 1959 and 1960. In fiscal 1959, 
636 projects were approved for which $184.5 million 
in federal funds were obligated. In fiscal 1960, there 
were 558 projects with $184.2 million in federal funds. 

Projects have been approved in all of the 50 states, 
in the District of Columbia and in Guam, Puerto Rico 
and the Virgin Islands. North Carolina had the largest 
number of approved projects—333. 

The cumulative summary, prepared by the U.S. 
Public Health Service, included a breakdown of Part 
C and Part G projects under Hill-Burton. The Part C 
projects, initiated in fiscal year 1948, are for hospitals 
and health centers, These include general, mental, 
tuberculosis and chronic disease hospitals; public 
health centers and related facilities. Through June 
30, 1961, a total of 4631 projects had been approved, 
providing 215,462 inpatient beds and 994 health units. 
Their total cost was $4,371,504,654, with federal funds 
obligated amounting to $1,378,818,646. 

Part G projects were authorized in 1954 amend- 
ments to the Hill-Burton Act and the first obligations 
of federal funds were made in fiscal year 1955. These 
projects include nursing homes, diagnostic and treat- 
ment centers, rehabilitation facilities and chronic dis- 
ease hospitals. As of June 30, 1961, the number of 
Part G projects approved was 1057, providing 23,484 
inpatient beds and 602 health units. The total cost 
was $555,380,720, with the federal share amounting 
to $171,395,416. 


No Further Action Expected On 
Aged Health Care This Year 


Abraham Ribicoff, Secretary of Health, Education, 
and Welfare, has confirmed news reports that the Ad- 
ministration does not expect further action this year 
on its bill to finance health services for the aged 
through social security. There have been no executive 
sessions on the measure following public hearings in 
late July and early August by the House Ways and 
Means Committee. In a press conference on August 
24, Secretary Ribicoff said he was hopeful of passage 
next year. He compared the problems involved with 
those the Administration has been facing in trying to 
get a federal aid to education bill enacted. The health 
care “issue’’, he said, “is in no way as complicated as 
aid to education”. 












More Hearings Scheduled on Drug Bill 


Two more witnesses had been scheduled for Con- 
gressional appearances on the drug bill by the end of 
August. The Senate Antitrust and Monopoly Subcom- 
mittee expected to hear HEW Secretary Ribicoff on 
September 13. Two days later, on September 15, Lee 
Loevinger, assistant attorney general, was scheduled 
to appear. He is head of the Antitrust Division of the 
Department of Justice. 

The bill, S.1552, amends and supplements the anti- 
trust and federal food and drug laws. It was intro- 
duced by Sen. Estes Kefauver (D-Tenn.). The Ameri- 
can Hospital Association views on the bill were given 
in written testimony in August (see HOSPITALS, 
J.A.H.A., Sept. 1, 1961, p. 95). 
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Philadelphia Blue Cross Report Summarizes 
Problems Faced By Hospitals Of Region 


@ The average length of stay in Pennsylvania hospitals is the longest 
in the nation; this costs an extra $50 million each year. 

® The length of stay of Philadelphia Blue Cross cases is 15 per cent 
longer than that of other Blue Cross Plans; this costs an extra $7.5 million 


each year. 

These are some of the findings 
made available to physicians, hos- 
pital administrators and trustees 
in Report No. 1, issued by the 
Hospital Administrators’ Review 
Board and the Physicians’ Review 
Board of the Associated Hospital 
Service of Philadelphia. The pur- 
pose of this report, and others that 
will follow, is “to define in concise 
terms various problems faced lo- 
cally by the voluntary health sys- 
tem, and to suggest solutions to 
these difficulties’’. 

The Hospital Administrators’ Re- 
view Board, composed of 13 promi- 
nent hospital administrators, was 
organized by the Associated Hospi- 
tal Service of Philadelphia to help 
combine the progressive efforts of 
hospitals and Blue Cross in im- 
proving the value of the public’s 
hospital care dollars. The Physi- 
cians’ Review Board, made up of 
actively practicing doctors, was or- 
ganized jointly by the Philadelphia 
County Medical Society and the 
Associated Hospital Service of 
Philadelphia to point out to physi- 
cians how Blue Cross benefits can 
be used most wisely. 

In answering the question “What 
must we do to shorten length of 
stay here, and save money for 
everybody?” Report No. 1 recom- 
mends: 

1. Reduction of the number of 
short-term beds in the Philadel- 
phia area. 

2. Community-wide planning of 
hospital facilities needed. 

3. The use of admission and dis- 
charge committees. 

A summary of the steps that 
have already been taken ~y Phila- 
delphia Blue Cross to discourage 
unnecessarily long hospital stays 
includes: The introduction of sub- 
scriber contracts that provide for 
expanded outpatient service and 
call for modest daily co-payments 
from inpatients to encourage earli- 
er discharge where feasible, and 
the introduction of a new merit- 
rating program. 

In addition, Blue Cross is now 
considering a limited approval pro- 
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gram which has been approved by 
the Pennsylvania Insurance Com- 
missioner and is expected to be 
put into effect this fall. The new 
program would work this way: 

1. Blue Cross would approve ad- 
mission for an initial allowance of 
14 days (assuming a subscriber is 
entitled to at least this number 
of days). 


2. If a subscriber remains in the 
hospital for 12 days, the hospital 
would then inquire from the physi- 
cian in charge if the patient is 
expected to need more than the 
initial allowance of days and, if 
so, how many additional days. 

3. If the patient is expected to 
need additional days, the hospital 
would obtain from Blue Cross an 
additional allowance of hospital 
days. 

Various types of limited approval 
programs have been used quite 
successfully by other Blue Cross 
Plans, the report states, and these 
programs have been endorsed en- 
thusiastically by hospitals, doctors 
and the public. Lad 





Crash of Jet Plane Tests Disaster Plan 
At Abington (Pa.) Memorial Hospital 


“We always prepare for the worst—and hope for the best.” This com- 
ment from a nurse at Abington (Pa.) Memorial Hospital describes the 
emergency disaster operations put into effect by the hospital when a 
Navy jet crashed into a department store in nearby Horsham, Pa., on 


August 27. 

The pilot died in the crash, and 
at least 20 persons were injured. 

Minutes after the hospital learned 
that the jet fighter had plunged 
into a department store, the hos- 
pital was prepared to treat injured 
victims. The staff had cleared the 
accident ward of bed patients, 
alerted the school of nursing and 
called in nersonnel to help in proc- 
essing admissions, 

With clockwork precision, every 
facet of the hospital’s disaster pro- 
gram went into effect. All available 
nurses and doctors were summoned 
to the accident ward, the medical 
laboratories were notified, plasma 
for emergency transfusions was 
dispatched and technicians pre- 
pared to administer blood tests— 
preliminary requisites for transfu- 
sions—on a mass scale. 

Under orders from William Coch- 
ran, M.D., staff surgeon and head 
of the disaster plan, only emer- 
gency calls went through to the 
accident ward. Volunteers handled 
dozens of calls from anxious rela- 
tives and tended to needs of the 
families of the injured. 

Thirty-six student nurses, sched- 
uled to graduate on the following 
Friday from the hospital’s school 
of nursing, volunteered when they 
heard of the disaster. The nurses, 
who had begun to assemble on the 
hospital’s steps for their class pho- 





tograph, hurried to the accident 
ward and worked with interns and 
doctors for almost two hours. 

Nine persons, including three 
firemen, were treated for serious 
injuries, and all but one were re- 
leased after treatment. 

It was estimated that at least 
six persons were treated for minor 
injuries, and approximately six 
others arrived in ambulances but 
had no injuries. ad 


Michigan Hospitals Spend 
$35 Million More In 1960 


Hospital expenditures for patient 
care in Michigan hospitals in 1960 
increased almost $35 million over 
1959, the Michigan Hospital Asso- 
ciation announced in August. 

Patient care expenditures for 
1960 came to approximately $411 
million as compared to nearly $376 
million in 1959. 

These statistics are compiled an- 
nually from questionnaires sent to 
252 hospitals in the state. The 
figures also include estimated data 
for nonreporting hospitals and in- 
formation supplied by cooperating 
Michigan health agencies. 

Hospital admissions throughout 
the state increased in 1960 with 
1,132,398 patients, an increase of 
5575 from the total of 1,126,823 for 
1959. 

(Continued on page 113) 
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organisms are completely destroyed... 


The results indicated Warexin to be 
a satistactory cold sterilizing agent 


ACHIEVE TRUE COLD STERILIZATION, 
PREVENT CROSS-INFECTION, MAINTAIN 
HOSPITAL ASEPSIS...WITH WAREXIN 


WAREXIN: A monoxychlorosene derivative containing an organic hypochlorous acid 
in a phosphate buffer. In useable concentrations it has a pH range of 7.4 to 7.8. 


Warexin is lethal to fungi, bacteria, viruses, resistant 
spores, in less than 1 hour. Yet it is non-toxic, non- 
irritating to hands, and will not stain or discolor. 


A true cold sterilizing 
agent, Warexin can be 
mixed with ordinary tap 
water; does not require 
distilled water. 


Economical — sterilizing 
ig be solution costs approxi- 
Yt ie mately 27¢ a quart. 
Can safely be used for: instruments of stainless steel 
or other widely used corrosion-resistant alloys... 
complex equipment such as artificial kidneys, etc.... 
articles of rubber, plastic, non-porous 
fibers, glass, porcelain, enamel . . cE 
walls, floors, tables, etc. ... pre- 


operative skin preparation. WAREXIN’ 


® THE SPORICIDAL 

COLD G ICID 

RUBBER COMPANY Fae 
PROVIDENCE 2, R. |. bats a 


* Engelhard, W.E., Weidman, J.G., and Jolliff, C.R.: Evalua- bvo4 RUBBER COMPAN’ 
tion of Warexin as a potential cold sterilizing agent, bh cs sth 
Surgery, 49: 651-656, 1961. 
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one raw egg did this 


THREE E L DETERGENTS WILL PREVENT THIS CHOKING FOAM WHICH DRASTICALLY REDUCES WASH PRESSURE. 


Now 3 (detergents have €lF-58 (exclusive 


Get EL F-58 in Event, Super-Soilax & Score 


EL F-58, the exclusive defoaming agent that makes 
SCORE, EVENT, and SUPER-SOILAX help every 
dishmachine work at top efficiency, is one of the 
many Economics Laboratory “firsts”. Fl) F-58 keeps 
down the strangling foam that otherwise forms from 
food soils, and chokes off the full spray action needed 


to give your machine full cleaning power. (EL F-58 


110 








defoamer increases dishmachine efficiency by as 
much as 50%! 

Top performance is further assured by selecting 
the right detergent for your dishwashing operation. 
Only EL offers a choice of three with Ll F-58, to 
cover the range of all water and operating conditions. 
There is SCORE...EVENT...and recently Ef F-58 
has been added to SUPER-SOILAX (at no addi- 
tional cost, thanks to EL’s volume and sales!) 
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THREE EL DETERGENTS ASSURE THIS FULL FORCE SPRAY ACTION... (t) F-58 MAKES THE DIFFERENCE! 


defoamer) that assures full spray action! 


The correct detergent for your dishwashing operation 
° ™ ‘ " ‘ ECONOMICS LABORATORY, INC. Dept. 110-C 

can best be prescribed by an EL Dishwashing Engi- 950 Park Ave., New York 11, N.Y, 
neer. He is trained to analyze your dishroom prob- Gentlemen: 

; I am interested in spotless tableware, and streamlining my dish- 
lems, to apply the findings of EL’s unique research room operation—with the advice of an EL Dishwashing Engineer. 

‘ ‘ (At no obligation to me. 

program to make your dishroom operation work 


best. Send the coupon for a free consultation today! 


Company_— 


| 
| 
| 


>) “The first, with the newest, through original research” Address 


! ECONOMICS LABORATORY, INC., 250 PARK AVE., NEW YORK 17, N.Y. 


a." 
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Tests of hospital linen show... 


99.5% 


reduction 

in Staph count 

of soiled linens 
when 

SWIFT’S ENSTAPH 
is used 


{n tests conducted at five Chicago area hospitals, it 
was found that the use of ENSTAPH resulted in < 
99.5% reduction in the Staphylococcus count of urine 
soaked diapers. 

The diapers from hospitals using no anti-bacterial 
agents in their washing formulas showed an average 
Staphylococcus count of 5,460,000 per diaper—hos- 
pitals using ENSTAPH average only 25,200. 


CONCLUSIONS 


The results show the hazard that is created when 
linens soiled with fluids are held at temperatures 
permitting bacterial growth. Staphylococcus contami- 
nated material becomes a focus of infection to 
the patient and to the environment, thereby to all 
patients and personnel. The regularity with which 
staphylococci can be found in soiled linens shows 
that the danger of an outbreak always exists. 


THE ROLE OF ENSTAPH 
Swift’s ENSTAPH breaks the cycle of Staphylococcus 


transmission in linens. Fabric washed in ENSTAPH 
is impregnated with bacteriostats which inhibit 
Staphylococcus growth at levels as low as 1 to 2 parts 
per million. Linens retain their anti-bacterial char- 
acteristics during dry storage. During use, when the 
cloth is moistened, the bacteriostats are activated 
and exert their activity against contaminating 
staphylococci. 

Our studies have shown that unprotected linens 
constitute a potential threat to the hospital environ- 
ment. The use of ENSTAPH presents a solution to 
this problem. The hospital must decide whether it 
can afford to treat its linens with anti-bacterial 
agents in order to break the cycle of Staphylococcus 
transmission. 


IN-USE EFFECT of ENSTAPH 





7.4650,000 


5,460,000 








(LOG NO. STAPHYLOCOCCI per DIAPER 





oF 
A B AVERAGE 8 Cc AVERAGE 


CONTROL ENSTAPH 
HOSPITALS HOSPITALS 


*LIMIT OF ANALYTICAL METHOD EQUALS 5,000 
STAPH 


grey 


LET’S LOOK AT THE FACTS 
ABOUT COST AND USE 


ENSTAPH adds 2¢ to 3¢ to the cost per hundred 
pounds of dry linens washed. It is as easy to use as 
ordinary washing materials because it is a completely 
built quality soap containing an anti-bacterial system. 
ENSTAPH goes into the wash wheel just as it comes 
from the drum. No special formulas, additives or 
procedures are required. With the protection afforded 
at 2¢ to 3¢ per hundred pounds of dry linens, can the 
hospital afford not to use ENSTAPH? 
ADDITIONAL INFORMATION 


Your nearby Swift Soap Specialist will be pleased to 
discuss your requirements with you. If you would 
like more details on the test described above, write 
for a complete report. Specify whether you wish a 
short report for non-technical personnel or the more 
detailed report for technical personnel. 


SWIFT & COMPANY 
CHEMICALS FOR INDUSTRY DEPARTMENT 


115 West Jackson Blvd., Chicago 4, Illinois 


70 Sewe Your (loypilal Better 


with these hospital approved products: 
ENSTAPH complete anti-bacterial laundry soap. 
LEXARD bacteriostatic bar, liquid concentrated soap for personal wash. 


HERCULES CONCENTRATE KB Liquid Detergent with powerful 
bacteriostat for general cleaning. 5-82-R 
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The rate of admissions to all 
general hospitals in Michigan was 
138 per thousand population or one 
admission for every 7.2 persons. 
Michigan’s admission rate was 
slightly below the national aver- 
age of 139.1 per thousand for 1960. 

Michigan’s voluntary short-term 
hospitals spent an average of $37.04 
per patient day, which is $2.95 
more per day than the average 
daily cost of $33.23 for the rest of 
the nation. The average expendi- 
ture on each patient for 1960 was 
$274.40, as against $269.25 for 
1959. bs 





CONSTRUCTION | 


Texas 


Houston—Construction has be- 
gun on a second floor clinic addi- 
tion to the Rockglen General Hos- 
pital and Clinic. The $100,000 clinic 
will provide offices for five physi- 
cians and one dentist. 


PLANNED 
AND COMPLETED 


Sherman—A 42-room addition to 
Sherman Community Hospital is 
under construction, and was ex- 
pected to be completed by mid- 
June. The $140,000 project is a one- 
story, cross-shaped wing for geriat- 
ric patients, The addition will bring 
the hospital capacity to 132 beds. 
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Amount Of Hospital Benefits 
Reported Climbing Rapidly 


a 


Benefits paid to persons covered 
by hospital insurance and prepay- 
ment plans are increasing more 
rapidly than the number of per- 
sons covered by such insurance, 
the Health Insurance Institute re- 
cently reported. 

From 1959 to 1960, the increase 
in hospitalization benefits paid was 
almost four times the increase in 
the number of persons covered by 
benefit plans, the institute stated, 
while from 1952 to 1960 the in- 
crease in benefits paid was more 
than four times the increase in the 
number of persons covered. 

According to the institute, the 
number of persons subscribing to 
hospital expense coverage pro- 
vided by insurance companies, 
Blue Cross-Blue Shield and other 
health care plans rose from ap- 
proximately 128 million at the end 
of 1959, to nearly 132 million at 
the end of 1960—an increase of 
3.2 per cent. 

During the same time, benefits 
paid to persons for the cost of 
hospital care climbed from ap- 
proximately $2.89 billion to nearly 
$3.25 billion—a rise of 12.5 per 
cent. 

At the end of 1952, approxi- 
mately 91 million Americans had 
hospital expense insurance so that 
the climb to nearly 132 million at 
the end of 1960 meant an increase 
of 45.1 per cent, the institute re- 
ported. It was also pointed out that 
hospital expense benefits in 1952 
amounted to nearly $1.1 billion, 
and by 1960 had increased by 203.2 
per cent to reach a total of almost 
$3.3 billion. 

Both hospital benefits and the 
number of persons covered by hos- 
pital insurance have increased each 
year since 1952. 

The Institute said that this pat- 
tern also holds true for surgical 
and regular medical insurance. ® 
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A $20 MILLION TEACHING AND RESEARCH HOSPITAL for the State University of New York 
Downstate Medical Center in Brooklyn is being planned. The 350-bed hospital will have 
an eight-story hospital building with the clinical sciences wing (rear center) connecting it 


to the present basic sciences building. 


GOTTLIEB MEMORIAL HOSPITAL, MELROSE Park, IIl., opened its doors to the public on July 1. 
The $3,922,000 institution is equipped with machines for processing accounting, medical and 
management data. Other modern equipment in the 122-bed, four-story hospital includes an 
electronic air-cleaning and circulation system, pneumatic tubes for delivering drugs and ceiling 
outlets for supplying operating rooms with anesthetic gases. 
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—SCHMIDT, GARDEN AND ERIKSON, ARCHITECTS AND ENGINEERS; J. LEE JONES, CONSULTING ARCHITECT 


THE PHILIP D. ARMOUR CLINICAL RESEARCH BUILDING on the campus of the University of 
Chicago will house 51 laboratories and subbaversent housing for radiation therapy and 
radiology research. Groundbreaking ceremonies for the new six-story building were held 
August 2. The $2,971,000 building will connect the Argonne Cancer Research Hospital (oper- 
ated by the university for the U.S. Atomic Energy Commission) and Billings Hospital. 
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IN NEW JERSEY— 


Professional Relationship Ruled Ethical 
For M.D.s And Fully Licensed Osteopaths 


As a result of a recent opinion of the Judicial Council of the Medical 
Society of New Jersey, members of the medical society are ethically at 
liberty to work on a voluntary professional basis with doctors of oste- 
opathy who hold unlimited licenses to practice in the state. 

On July 12, 1961, the judicial council issued a ruling declaring that 
“hereafter in New Jersey it shall 
not be unethical for members of and surgeon granted by the State 
the Medical Society of New Jersey Board of Medical Examiners of 
to enter into voluntary professional New Jersey who adheres to the 
association with any person hold- same scientific principles embraced 
ing a full license as a physician by the members of the Medical 











0@ Lo 
raise funds 


and influence 
COMMUNITIES... 


ae A HospiTat fund raising campaign that reaches its financial 
: objective but endangers its respect and standing in the com- 

K munity is not a truly successful campaign. At least not by 
Warp, DresHMAN & ReInHarDT standards. Through more than 400 hos- 
pital fund raising campaigns conducted during the past 50 years, this firm 
has developed techniques which have proven over and over again that 
maximum financial support can be achieved while simultaneously building 
community good will. And the fact that more than 8 out of 10 campaigns 
conducted by this firm are “repeat’’ endeavors for clients wholly satisfied 
on previous appeals, is excellent evidence that fund raising programs 
directed by our firm can do more than just raise funds. May we tell you 
about our services? Consultation without cost or obligation. 


il ia : 
< first in wf und Raising WARD DrRiSHMAN & REINHARDT 
A. | Page 


Bureau of Hospital Finance * 30 Rockefeller Plaza « New York 20, N. Y. Tel. Circle 6-1560 
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Society of New Jersey”. 

This action followed the recently 
adopted policy of the house of 
delegates of the American Medical 
Society that relationships between 
doctors of medicine and doctors of 
osteopathy ‘“‘should now be applied 
individually at state level accord- 
ing to the facts as they exist”. 
Among other actions preceeding 
the opinion was the New Jersey 
Supreme Court decision ordering 
the Middlesex County Medical So- 
ciety to accept into membership 
I. J. Falcone, D.O., M.D.; the deci- 
sion of the Joint Commission on 
the Accreditation of Hospitals that 
hospitals with osteopaths on their 
staffs could be accredited if the 
osteopaths were under the general 
supervision of medical doctors (see 
HOSPITALS, J.A.H.A., Oct. 1, 1960), 
and the decision of the American 
Hospital Association that hospitals 
with doctors of osteopathy on their 
staffs could be listed as hospitals, 
and thus be eligible for accredita- 
tion and membership in the AHA 
if, in effect, the chiefs of service 
were medical doctors (see HOS- 
PITALS, J.A.H.A., Jan. 1, 1960). 

In a statement interpreting the 
ruling in terms of its effects on 
hospitals in New Jersey, J. Harold 
Johnston, executive director of the 
New Jersey Hospital Association, 
said that the action may bring 
applications from doctors of oste- 
opathy for staff privileges at hos- 
pitals outside the area of the seven 
osteopathic hospitals in New Jer- 
sey. In these cases, he stated, if 
the bylaws of the hospital require 
that the doctor of osteopathy pos- 
sess a medical degree from a school 
of medicine approved by the AMA 
—a criteria set up by the court in 
the case of Dr, Falcone—such a 
requirement will still apply. 

Mr. Johnston concluded that the 
major effect of the action taken 
would probably be to “regularize” 
and probably to extend the profes- 
sional collaboration and associa- 
tion between individual D.O. and 
M.D. radiologists and pathologists.® 


Denver Hospital Council 
Ratifies New Bylaws 


The Metropolitan Denver Hospi- 
tal Council recently ratified new 
bylaws to organize itself within 
the framework of the Colorado 
Hospital Association. 

Membership in the Council is 
composed of 35 facilities rendering 
medical service. These include 
medical and surgical hospitals, 
general and specific; federal hospi- 
tals; dispensaries, clinics and oth- 
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Experts are saying: 
“Almost as important 


as the hospital bed itself...” 


The indispensable Kodak X-Omat Processor, Model M4 for 
7-minute automatic processing of x-ray film. 

Better service to patients. Better service to referring physicians. 
Better radiographic quality. Smoother work flow—faster reports. 
EASTMAN KODAK COMPANY, X-ray Sales Division 
Rochester 4, N. Y. 


See the new Kodak X-Omat Processor, Model M4, at the 


Kodak exhibit, American Hospital Association meeting, °@oyaley re 


Atlantic City, September 25-28. Models M3 and M4 : TRADEMARK 
will be exhibited at the American Roentgen Ray a pre ee a 
Society meeting, Miami Beach, September 26-29. 
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ers for diagnosis and treatment of 
the sick but not rendering inpatient 
care; associate members, and non- 
profit hospital plans. 

President of the council is Olaf 
T. Moline, administrator of Porter 
Sanitarium and Hospital, Denver. 
Sister Mary Kieran of Mercy Hos- 
pital is secretary-treasurer. ba 


PHS Announces 98 Grants 
For Research on Aging 
Luther L. Terry, M.D., Surgeon 
General of the Public Health Serv- 
ice, announced today that during 
the period April-June 1961, 98 


grants for research in aging at an 
annual expenditure of $2,162,069 
have been awarded to private in- 
stitutions in 30 states, the District 
of Columbia and Canada. 

The grants were made by the 
seven institutes and the Division 
of General Medical Sciences of the 
National Institutes of Health 
(NIH), the medical research arm 
of the Public Health Service. The 
projects range from fundamental 
research in the biology of the aging 
process to studies concerned with 
the physical, psychological and 
social problems of aging people. 

These new grants bring to 800 





OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


Madison 10, Wisconsin 
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MODEL 24 


INFANT 
RESUSCITATOR 


. .. Explosion-Proof—Listed by 
UL and CSA for Use in 
Anesthetizing Locations 
MANUAL CONTROL—Permits inter- 
mittent positive pressure administra- 
tion of oxygen. 

UNIQUE DESIGN—Provides for endo- 
tracheal intubation during prolonged 
ventilation of infants with asphyxia. 
TEMPERATURE MAINTENANCE— 
Explosion-proof electric heater accu- 
rately maintains desired temperature. 
EASY DRAINAGE—Infant's head 
easily positioned to place trachea in 
line with pharynx and mouth. 

FAST ASPIRATION—Explosion-proof 
electric suction pump quickly aspi- 
rates all secretions. 


For Catalog 4781-A write Dept. H-9, 
Ohio Chemical & Surgical Equipment 
Co., Madison 10, Wis., or Ohio 
Chemical Pacific Co., Berkeley 10, 
Calif. (Divisions of Air Reduction 


Company, Inc.) 





the number of NIH-supported 
projects for research in aging. Over 
100 additional studies in aging are 
being conducted directly by the 
National Institutes of Health. An- 
nual expenditures by NIH for the 
more than 900 studies exceed $19 
million. . 


Administrative Officers 
Named By USN Schools 


Cmdr. Paul L. Austin, Medical 
Service Corps, USN, has been ap- 
pointed commander of the U.S. 
Naval School of Hospital Adminis- 
tration, National Naval Medical 
Center, Bethesda, Md. He replaces 
Cmdr. Calvin F. Johnson, Medical 
Service Corps, USN, who has be- 
come the administrative officer at 
the School of Aviation Medicine, 
U.S. Naval Aviation Medical Cen- 
ter, Pensacola, Fla. 

Commander 

Austin is a 

graduate of the 

Uo. Nagai 

School of Hos- 

pital Adminis- 

tration, and 

prior to his new 

command was 

administrative 

officer at the 

cmpr. sounson _U->- Naval Hos- 

é pital, St. Albans, 

Long Island, N.Y. He has held var- 

ious other administrative posts and 

has served in the Planning Divi- 

sion of the Bureau of Medicine 

and Surgery, Navy Department, 
Washington, D.C. 

Commander Johnson, who began 
his career in the U.S. Navy in 1930, 
was commissioned in 1942 and at- 
tained his present rank in 1957. He 
assumed command of the Naval 
School of Hospital Administration 
in November 1958. a 


Labeling Act Regulations 
Announced By FDA 


The Food and Drug Administra- 
tion on August 12 announced reg- 
ulations under the new Federal 
Hazardous Substances Labeling 
Act. 

The law, enacted by Congress 
last year and scheduled to go into 
effect Feb. 1, 1962, requires con- 
sumer-protective labeling on such 
common household aids as bleaches, 
cleaning agents, detergents and 
polishes. 

In drafting the regulations, the 
FDA had the aid of advisory groups 
of medical scientists and physi- 
cians, as well as a group of noted 
pharmacologists and clinical toxi- 
cologists who have had first-hand 


HOSPITALS, J.A.H.A. 

















“Germs, schmerms! Yes, but... 

I just cleaned Only cleaners with SANTOPHEN 1 
, p> kill harmful microbes of all kinds... 
this floor: and keep on killing! 


Cleaners and disinfectants containing Santophen 1 
destroy both Gram-positive and Gram-negative 





microbes—including infection-causing staphylococcus 
aureus and tubercle bacilli. And products containing 
Santophen 1 don’t “give up’’—they keep on killing 
for weeks. Dirt doesn’t cut the anti-pathogenic power 


of Santophen 1 cleaners. 


They are pleasant and 
gentle as a June breeze 


Santophen 1 cleaners and disinfectants, murder on 
microbes, are easy on people. At normal-use dilution, 
they provide a wide margin of safety against skin 
irritation. Have a mild, pleasant odor (easily masked 
if desired). And Santophen 1 formulations won’t stain 
or damage clothing, upholstery, carpeting, or hos- 


pital linens. 


They are economical and popular 


Santophen 1 formulations give more “microbe kill” 
per dollar than any other phenolic-type germicide! They 
are used wherever safe, sanitary cleanliness is re- 
quired—in disinfectant-cleaners, surgical instrument 
cleaners, floor cleaners, rest room cleaners, diaper 
rinses, anti-fungus preservatives, mildewcide deter- 
gents, rug shampoos, laundering compounds. 


For a list of manufacturers making 
— ‘ cleaners and disinfectants containing 
. 4 : Santophen 1, mail this handy coupon: 


SANTOPHEN: Monsanto TM for ortho-benzyl-pora-chlorophenol 









. — MONSANTO CHEMICAL COMPANY 
’ Se Ee Organic Chemicals Division 
: . Se Department 4443N 
St. Louis 66, Missouri 
Please send me a list of manufacturers making products 
that contain Santophen 1. 


EMPLOYER 


STREET 
CHHY..... ZONE STATE 


If you would like additional technical information on Santophen |, write on your business 
letterhead for the booklet, ‘“Santophen | ...a versatile germicide,” 





experience in the treatment of ac- 
cidental poisoning. 

The law requires that safety in- 
formation be given on the labels 
of household chemical products, 
including the identity of hazard- 
ous ingredients, antidotes for toxic 
substances and warnings and pre- 
cautions needed for safe use. e 


Tennessee Hospital Offered 
New Cost Contract By State 


After several years of negotia- 
tion, the Commission on Third 
Party Payment representing the 
Tennessee Hospital Association has 


reached an agreement with the 
state about the terms of a proposed 
97 per cent cost contract to cover 
the payment of all state program 
cases. 

The state’s proposal for payment 
to hospitals for the next fiscal year 
was made by Leland Hewgley, 
representative of the state control- 
ler’s office, on June 22, but as of 
September 1 had not been accepted 
by the Commission on Third Party 
Payment. The Commission had 
been working with the state to ob- 
tain a 100 per cent cost contract. 

Mr. Hewgley said the state real- 
ized that this proposal was not 
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PHATE 


RECORD FORM 


in stock... available for ammediate 
shipment — carbon-interleaved — boxed 


Convenient snap-out medical record forms ready for immediate 


shipment. Available in 2-part, 3-part or 4-part. Many of the more 


frequently used forms in stock, such as Summary Sheet and Record 


of Admission, Conditions of Admission—California Hospital Asso- 


ciation Form cua-1, Nurses’ Notes, Report of Operation, Tissue 


Report, X-Ray Report, Electrocardiographic Report and many 


more. Write to Department 200 for information, samples and prices. 


,8SO NOg 
° - 


2 


4 


soRwW*STay 
4¥? &,4 


PHYSICIANS' 


RECORD COMPANY 


We have a Standardized Form for every hospital purpose 


3000 SOUTH RIDGELAND AVENUE, BERWYN, ILLINOIS 





what the association had support- 
ed, but that it was believed that 
the state was meeting the associa- 
tion “half way” for the present and 
would continue to upgrade the con- 
tract until 100 per cent of cost is 
realized. He stated that this was 
all that the state could approve at 
the present time because of limited 
funds for the next fiscal year. 

Briefly, the proposal states that 
hospitals should compute reim- 
bursable cost as follows: ‘“(1) 
compute actual cost less all build- 
ing depreciation, regardless of the 
matter in which the buildings were 
acquired; (2) calculate 97 per cent 
thereof; (3) reimbursable cost not 
to exceed the third quartile in each 
of the four classifications deter- 
mined by grading hospitals ac- 
cording to scope of services offered, 
and (4) with maximum per diem 
reimbursement of $28.” 

One requirement of the state is 
that hospitals submitting their 
statements of reimbursable cost 
must keep their records according 
to the Uniform Chart of Accounts 
recommended by the American 
Hospital Association. = 


Paramedical Personnel Study 
Under Way In Georgia 


A study of present and future 
needs for nursing and other para- 
medical personnel in the state of 
Georgia was scheduled to be 
started by the Joint Council for 
Paramedical Education early this 
month. 

The council, organized in Janu- 
ary 1960, is composed of repre- 
sentatives from the Georgia Hos- 
pital Association, the Georgia 
Department of Public Health, the 
Georgia State Department of Edu- 
cation and other related agencies. 

A prime objective of the council 
has been the proposed study of 
state-wide needs for nursing and 
paramedical personnel. Funds to- 
taling $20,000 a year to finance the 
study were made available jointly 
by the University System of Geor- 
gia, the Georgia State Department 
of Education and the Georgia De- 
partment of Public Health. 

According to R. C. Williams, 
M.D., coordinator of research for 
the Georgia Department of Public 
Health, the study is a result of a 
recognized need in the state for a 
comprehensive inventory and eval- 
uation of present educational and 
training programs in the broad 
field of nursing and in other para- 
medical areas. This includes nu- 
merical and proportionate strengths 
of the nursing levels—professional, 
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m Proven and accepted by extensive hospital use 


Lancaster Umbilical * 
CORD BANDER 


@ Standard practice in hundreds of U. S. Hospitals 


@ More than 200,000 applications without a single 
incident of cord bleeding or any other complication 


@ Substantial cost reductions over any other method 





2. 





Cord is cut between the 
two closed clamps while 
bander and clamp nearest 
abdomen are held in left 
hand. 








3. 


After cord is cut, stretched 
band is pulled over cord 
and released from _ instru- 
ment to closed position on 
cord, 








THE STANBIO Laboratory, Inc. 


STANBIO 


STANDARD 


P. O. Box 297 
Hallettsville, Texas 


Lancaster Umbilical * 
CORD BANDER 





Two clamps are used as 
illustrated, the first clam 
holding cord until] thread- 
ed through stretched band. 











Advantages 
Over Umbilical Tape 
1. Ease and speed of application 


2. Complete freedom from the compli- 
cation of bleeding of the cord 


3. Rapid drying of the cord 


Over Metal Clamps 
1. Light weight 
2. Disposability 
3. Economy 
Over Plastic 


1. Rubber bands continue to contract 


2. More economical (Pre-cut bands 
available from stock at all times) 


Write or ask your dealer for Brochure 


*LANCASTER, Y. BANDING THE UMBILICAL CORD — AMERICAN JOURNAL OBSTETRICS AND GYNECOLOGY, VOL. 75, NO. 2, FEB. 1958. 
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practical and auxiliary—as well as 
other paramedical personnel. 

The Joint Council, under the 
chairmanship of Arthur M. Gignil- 
liat, administrative staff member 
of the University System of Geor- 
gia, agreed to develop and support 
a research project for the purpose 
of studying the personnel require- 
ments in these areas, and to deter- 
mine present needs and endeavor 
to project these needs for the next 
five to ten years. 

The study project will be con- 
ducted by the Georgia State Col- 
lege of Business Administration, 


and will be headed by Cameron 
Fincher, faculty member of the 
college. The nursing and other 
paramedical organizations in the 
state have formed a joint special 
committee under the general su- 
pervision of the Joint Council to 
assist in designing this research 
project and in the formulation of 
proposed programs to meet indi- 
cated needs based on this study. ® 


Groups Elect Officers 


Hospital Conference of Metropolitan 


Louisville: President, Thomas J. 
Hartford Jr., assistant administra- 
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fue 
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advantages to 


electrosurgery 


e Automatic spark-gap adjustment— 
maintained throughout the longest sur- 
gical procedures. 

e Instant choice of four specialized 
cutting currents—three spark-gap, one 
vacuum tube—each independent of the 
other, to avoid the risks of current 
“blending.” 

e Coagulating-fulgurating current. 

@ Smooth, stepless power range. 

e Same power output at the same set- 
ting everytime, assuring dependable 
standardization and duplication of per- 
formance. 

e Simplified control panel—easy to 
understand, easy to set. 


Find out more about the unequalled 
range, flexibility and precision of 
the “AG” Bovie—the electrosur- 
gical standard. 


ey 
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tor, Norton Memorial Infirmary; 
vice president, Sister Dorothy 
Maria, S.C.N., administrator, SS. 
Mary and Elizabeth Hospital; sec- 
retary-treasurer, Roger E. Gurholt, 
assistant director, Jewish Hospital. 

Michigan Hospital Association: Presi- 
dent, Frederick S. Burd, adminis- 
trator, Holland City Hospital, 
Holland; president-elect, Bernard 
Lorimer, administrator, Midland 
Hospital, Midland; first vice presi- 
dent, Franklin Carr, director, De- 
troit Memorial Hospital, Detroit; 
second vice president, Charles 
Yeates, administrator, Paul Oliver 
Memorial Hospital, Frankfort; 
treasurer, Marion Wright, R.N., di- 
rector, Jennings Memorial Hospi- 
tal, Detroit. 

Hospital Council of Western Pennsyl- 
vania: President, William K. Fitch, 
Sewickley Valley Hospital, Sewick- 
ley; vice president, Aiken Fisher, 
Western Pennsylvania Hospital, 
Pittsburgh; secretary, Sister M. 
Ferdinand, Mercy Hospital, Pitts- 
burgh; treasurer, Harry N. Dorsey, 
Western Psychiatric Institute and 
Clinic, Pittsburgh. 

North Carolina Hospital Association: 
President, Robert R. Cadmus, 
M.D., director, North Carolina Me- 
morial Hospital, Chapel Hill: presi- 
dent-elect, J. Minetree Pyne, ad- 
ministrator, Alamance County 
Hospital, Burlington; secretary- 
treasurer, George M. Stockbridge, 
administrator, Cape Fear Valley 
Hospital, Fayetteville. 

Mississippi Hospital Association: 
President, H. Dean Andrews, ad- 
ministrator, Vicksburg Hospital, 
Inc., Vicksburg; president-elect, E. 
L. King, administrator, North Mis- 
sissippi Community Hospital, Tu- 


The historical stream 
(Continued from page 45) 


Canada that this was not a pre- 
cipitate decision by Parliament, 
but the outcome of a long evolu- 
tionary process of voluntary, mu- 
nicipal and provincial experiimen- 
tation in prepayment methods to 
meet essential needs. Saskatche- 
wan, British Columbia and Alberta 
pioneered the provincial plans and 
helped to set the governmental 
pattern, but the contributions of 
the voluntary plans to the success 
of the nation-wide program cannot 
be overestimated. These contribu- 
tions included: (1) educating hos- 
pitals, employers and the public to 
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32 ounce 
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Temperature plays an important part in the These versatile pitchers not only look good, 
taste of food. You know that. If beverages but are good all of the way through. Inside and 


should be served hot, serve them hot. If they 
are meant to be chilled, serve them cold. 

You can do this easily, serve any beverage 
"in good taste” with these attractive POLAR 
insulated pitchers that are made to exceed all 
U. S. Government standards for holding the 
temperature of hot or cold liquids. Each is 
highly recommended for ice water, can save the 
floor nurse innumerable trips to patient rooms. 


Polar Ware Co. 


Merchandise Mart — Chicago 54 *B800 Santa Fe Avenve 
Room 1455 Los Angeles, California 
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out they are all stainless steel. The inner con- 
tainer is welded to the outer shell to provide 
solid one-piece construction. There is nothing 
to break loose and rattle, and the famous 
POLAR No-Drip Lip always gives you perfect 
control in pouring from any angle. 

Ask the men who call on you for full infor- 
mation. You'll find the best sup- — rab 
ply houses carry POLAR WARE. 


Slee Vi ee — 
SHEBOYGAN, WISCONSIN 


*415 Lexington Avenue Offices in Other Principal Cities 
New York’17, New York *Designates office and warehouse 








the advantages of prepayment; (2) 
trial and error and success in the 
design of contracts, premium sched- 
ules and administrative procedures; 
(3) conditioning the public to pay- 
ment of a premium—what was to 
be for several governments a 
ready-made tax source; (4) edu- 
cating hospitals to acceptance of 
a “third party” interest in the rates 
charged and the worth of services; 
(5) developing buildings, equip- 
ment and administrative skill, and 
(6) gaining hospital support for 
the program. 


The most important contribution 
of all was made by knowledgeable 
and trained men and women, who 
were either Blue Cross adminis- 
trators or hospital leaders. They 
had helped to mold the plans, 
fought for comprehensive “service”’ 
benefits and argued for higher 
premiums to support higher stand- 
ards and meet increasing costs. In 
short, they were men and women 
who had fought for the nonprofit, 
voluntary, humanitarian ideals of 
the Blue Cross movement. There 
was unquestionable reluctance on 
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This new Hammonton, New Jersey hospital is now under construction. 
Ketchum, Inc. directed the fund-raising campaign. 


New Hospital for 
Hammonton, New Jersey 


Community of 20,000 exceeds building fund goal 


Hammonton, New Jersey, an industrious community of only 20,000 persons, 
is building a new hospital. Ketchum, Inc. conducted the preliminary survey 
and provided full-time professional direction of the fund-raising campaign 
that exceeded its $500,000 goal by $5,000. 

Centered in a fertile, agricultural section, Hammonton has every reason 
to be proud of surpassing its campaign goal. Today, the construction of the 
handsome, well-equipped, new Hammonton Hospital is a memorial to the 
generosity and public spirit of the citizens of the community. 

If your hospital is planning a fund-raising campaign in the future, for new 
construction, renovation or modernization, Ketchum, Inc. will be happy to 
discuss preliminary plans with you at no obligation. Write to David S. 


Ketchum, Vice President. 


KETCHUM, INC. 


Direction of Fund-Raising Campaigns 


Pittsburgh 19 ¢ 


New York 36 * Chicago3 ¢ 


Charlotte 2 


Charter Member, The American Association of Fund-Raising Counsel 





their part to see their projects 
“taken over” by the government, 
but discussions with these leaders 
suggest that any unhappiness was 
heavily counterweighted by the 
knowledge that government action 
was merely extending to all what 
they had struggled to bring to 
many. It was, at once, a tribute to 
their ideals and an extension of 
their goals. . 





As a trustee sees it 
(Continued from page 62) 


people in any hospital community 
are tied to the enterprise, and that 
is through the agency of the hos- 
pital auxiliary. Since April 1958, 
hospital auxiliaries generally in 
the province have been just as ac- 
tive, if not more active, in the sup- 
port of their particular hospitals 
than they ever were before. Duties 
of hospital auxiliaries are very 
wide; they range from providing 
a working force to entertain 
patients to the giving of additional 
comforts and reading material to 
patients; from the operating of can- 
teens and libraries to the raising of 
funds to buy special furnishings or 
equipment. The range of their 
activities is very wide. Hospital 
boards throughout the province are 
diligent to give due credit to hos- 
pital auxiliaries, realizing that in 
this area, at least, there is still 
room for voluntary endeavor, that 
the work of the ladies has a proper 
place in total patient care. La 





From the administrator's 


point of view 
(Continued from page 59) 


government largess for everything 
they do. 

Recognizing this possible danger, 
the Saskatchewan Hospital Associ- 
ation petitioned the government in 
1960 to establish a Joint Standing 
Committee on Hospital Finance 
and Operation. This committee, 
which has now held its first meet- 
ings, is charged to examine cur- 
rent problems and, more impor- 
tant, to discuss and recommend 
ways and means of improving the 
hospital plan and, thereby, hospi- 
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tal care for the people. This type 
of joint cooperative action between 
voluntary groups and government 
seems to the writers to be the main 
hope for proper balance and the 
prevention of domination by one 
group over the other. 
Governments can and do take 
action as they see fit and hospitals 
are therefore dependent upon gov- 
ernment good will. Yet people are 
dependent in any enterprise upon 
good will—the good will of their 
colleagues, their public, their em- 
ployees and now, in the hospital 


field, the government. Cooperative 
endeavor has worked in many 
areas in Saskatchewan. It is the 
accepted form of action in provid- 
ing education and many types of 
public service. It would appear to 
be the type of action that has 
worked satisfactorily in the past, 
and will continue to work success- 
fully in the future, in providing 
hospital care. So long as men are 
of good will and exercise mutual 
trust and respect, debits and cred- 
its should show a favorable bal- 
ance. a 





antiseptic baby bath...mild enough for daily 
newborn baths...so mild it won't dry hands 


New Genteel Baby Bath and 
Shampoo... tested and 
proven in two leading Eastern 
hospitals. Proven effective in 
reducing bacterial count and 
skin colonization, yet so mild 
Genteel won't irritate new- 
born skin—won’t dry nurses’ 
hands even with daily use in 
infant bathing, or in anti- 
septic nursery regimens. New 
liquid Genteel... by Mennen, 
makers of famous hospital- 
used Baby Magic. 
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Genteel’s antiseptic pro- : 
tection (hexachlorophene in 
a mild sudsing formula) is : 
lasting, cumulative, compat- : 
ible with Baby Magic Skin 


and toiletry departments. 


: FREE GENTEEL BABY BATH AND 
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> Fill in coupon and mail to: 
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A commissioner's outlook 
(Continued from page 69) 


nursing staff and the time involved 
in doing the work. From these 
visits and studies are coming some 
conclusions about the most effec- 
tive methods of using nursing serv- 
ices, a determination of acceptable 
hours of nursing care per patient 
day and an assessment of “nurse 
shortages”’. 

Medical records librarians are 
used as consultants to attempt to 
improve generally the quality of 
medical records in the hospitals 
and to see that better and more 
reliable morbidity and mortality 
data reach the Commission. 

Consultants with wide experi- 
ence in hospital administration are 
available to hospitals to assist with 
various problems of administra- 
tion. Consideration is being given 
at the present time to obtaining 
consultants in hospital dietary 
operations. 

These are some of the many 
facets of the hospital care plan in 
Ontario, Experience has shown 
that the administration of the plan 
is most practicable and effective 
in the hands of a central body. The 
major problem of hospital financ- 
ing has been solved, but many 
problems of hospitals, which are 
not peculiar to those in Ontario, 
continue to present a challenge to 
the Commission. The authority 
given to the Commission to exer- 
cise central direction of hospital 
development and operations places 
upon the Commission a_ serious 
responsibility, but also provides 
opportunity to develop in an order- 
ly fashion a hospital system suited 
to the needs of the population. #® 
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EXPENSE 
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unique alcoholic 
body rub in 
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ramatically improves bed patient care 


Scientific “breakthrough” eliminates drippy mess and waste of 


liquid rubs... 


hands... 


liquid alcohol... 


Alkolave Gel has been tested and en- 
thusiastically acclaimed by hospitals, 
nurses, doctors, and physical therapists— 


Here are a few typical comments that 
nurses and other hospital personnel have 
made to us as a result of clinical use in 
thousands of applications: 


e ‘Fewer chilling sensations, 
smoother application, softer 
skin.”’ 

e ‘‘Counteracts dry skin.” 

e ‘Container easy to grasp, 
eliminates slipping from 
hand and spilling.” 

e ‘Convenient to use and 
economical.” 

e ‘Preferred by patients, no 
running or dripping, skin 
felt more refreshed.”’ 


e ‘Smooth and soothing to 
hands ...less drying... 
easier on manicures.” 

e ‘Provides superior bed 
patient care.”’ 

e ‘'Relieved patients’ dry 
skin, chapping and itching.”’ 
e ‘Eliminated spilling on 
bed clothes and icy shock to 
patients’ skin."’ 

e''Kept skin soft without 
stickiness."’ 


NO ADVERSE REACTIONS—in clinical studies involving hundreds 
of patients in hospitals, nursing homes, physical therapy departments 
and institutions, there was not a single instance of irritation or sensiti- 
zation induced by frequent applications of Alkolave Gel. 
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is not “sticky” like a lotion. 
helps prevent chapping and bed sores... 
goes up to4 times as far! 


. does not dry skin or 
disinfects like 


SPECIAL NOTE TO HOSPITAL ADMINISTRATORS 
AND PURCHASING AGENTS. Although Alkolave Gel 
performs a dual role—does the work of both a liquid alcohol and 
a body lotion—it is notably economical. Its gel form permits 
close control, eliminating waste. Less is used per application. 
Records of use on hospital patients show it goes up to 4 times 
further than liquid alcohol compounds. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Rate: body 


Contract Six-point 


lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 


twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





POSITIONS OPEN 


HOSPITAL FOOD SERVICE DIRECTOR: 
Management Company, nationally recog- 
nized as a leader in its field, offers quali- 
fied candidate excepticnal opportunities in 
dietary department management. The man 
we are interested in holds a degree from 
a school with a specialized program in 
food and nutritional Management. He 
would have from five to ten years of suc- 
cessful dietary department management ex- 
perience in a hospital with 300 or more 
beds. He would possess a working knowl- 
edge of the Mechanics and logic of die- 
tetics and nutrition. He would be an or- 
ganizer, capable of training dietary 
department employees in their duties and 
work detail. Lastly, our man would be 
career-centered, interested in growing 
within our organization. If you feel you 
qualify as “Our Man”, send a detailed 
resume stating age, educational background 
and employment record covering the last 
ten years of your employment. All inquiries 
will be held in strictest confidence. Address 
HOSPITALS, Box K-83. 








DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid traveling 
expenses. Future based on individual 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
onan. Address HOSPITALS, Box 





EXECUTIVE HOUSEKEEPER: A very de- 
sirable position available immediately for 
an experienced housekeeper to carry on a 
well organized training program and di- 
rect our large housekeeping staff. We are 
a 450 bed general hospital with complete 
modern facilities. You will receive many 
employee benefits including an excellent 
retirement program. Please mail your pro- 
fessional qualifications to the Personnel 
Director, Butterworth Hospital, Grand 
Rapids 3, Michigan. 





NURSE ANESTHETIST for 100 bed gen- 
eral hospital to complete staff of three. 
New, modern, air conditioned hospital lo- 
cated in Midwest University town. Salary 
open dependent on qualifications and ex- 
perience. Write: Jack Edmundson, Admin- 
reser. Doctors Hospital, Carbondale, 
inois. 





DIETITIAN: Must have hospital experi- 
ence and be qualified to take complete 
charge of Southern California hospital of 
75 beds in Pasadena area on full time 
basis. Salary open. Reply R. M. Mershon, 
Personnel Director, P.O. Box 74, Temple 
City, California. 
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classi ERTISING 


DIETITIAN for metabolic research with 
interests in nutritional studies in cancer 
atients. Full-time research clinicians and 
iochemists are undertaking metabolic in- 
vestigations with diets containing specified 
quantities of proteins, vitamins, purines, 
pyrimidines, and drugs. Applicants should 
have experience, ability to devise new 
diets, capacity to supervise small research 
diet kitchen. Salary and _ benefits attrac- 
tive. Write to: Dr. James F. Holland, Chief 
of Medicine A. Roswell Park Memorial 
Institute, 666 Elm Street, Buffalo 3, New 
York. 





ASSISTANT MEDICAL RECORD LI- 
BRARIAN for 400 bed accredited private 
general hospital. Will consider recent grad- 
uate. Liberal salary range and employee 
benefits. Excellent working conditions. In 
one of midwest’s foremost institutions. 
Centrally located in city and convenient to 
outstanding residential and shopping fa- 
cilities. Contact Personnel Director, Mil- 
waukee Hospital, 2200 West Kilbourn Ave- 
nue, Milwaukee 3, Wisconsin. 





SOCIAL SERVICE DIRECTOR: For large 
progressive Chicago hospital with active 
teaching program and medical school affili- 
ation. Must be qualified by experience and 
advanced training to plan and coordinate 
an expanding program of medical and 
psychiatric social work for children and 
adults. Will consider male or female ap- 
plicant. Please write stating age, education, 
experience and salary requirements. Ad- 
dress HOSPITALS, Box L-6. 





DIETITIAN OR FOOD SERVICE MANA- 
GER for 60 bed general hospital in west 
central Michigan. To be in charge of 
kitchen and food service. Salary open. 
Contact: Ralph Tarr, Administrator, Grand 
Haven Municipal Hospital, Grand Haven, 
Michigan. 





MEDICAL RECORD LIBRARIAN: To head 
department in 500-bed general hospital 
being expanded to over 600 beds. Air- 
conditioned department, excellent fringe 
benefits, salary open. Apply: Personnel 
Director, The Reading Hospital, Reading, 
Pennsylvania. 





ADMINISTRATIVE ASSISTANT; in per- 
sonnel—ability to talk and write effectively 
plus a working knowledge of techniques 
of supervising a newly created personnel 
department, are essential requirements. 
About 6M/yr., 250 beds, east central U-S. 
Write application to HOSPITALS, Box 





ADMINISTRATOR wanted: 76 bed com- 
munity owned, fully accredited, general 
hospital opened 1958. Salary open, immedi- 
ate placement, submit full resume in letter 
of application with transcript of college 
work. Write to Parker D. Childs, President, 
Community Memorial Hospital Assoc. 
Cloquet, Minnesota. 





Attractive opportunity for ADA REGIS- 
TERED DIETITIAN in 500 bed hospital. 
Selection, training and supervision of di- 
etary employees; planning and writing 
modified diets. Salary commensurate with 
background and experience. Liberal ben- 
efits. Apply Personnel Director, Iowa 
Methodist Hospital, Des Moines, Iowa. 





EXECUTIVE HOUSEKEEPER: Excellent 
opportunity in a large modern 500 bed 
hospital, with fine equipment, and a well 
staffed department. Generous person- 
nel policies. Apply Personnel Director, The 
Christ Hospital, Cincinnati, Ohio. 





SOCIAL SERVICE DEPT. DIRECTOR: 
Registered. New 1% million dollar rehabili- 
tation center. Submit resume to Adminis- 
trator, Casa Colina, 255 East Bonita Ave- 
nue, Pomona, California. 





PHARMACIST: Ohio registered or eligible. 
Good Salary and gratuities. Open now. In- 
vitation extended for confidential applica- 
tion. Full resume should be sent with 
application. Apply: Nell Robinson, admin- 
istrator, East Liverpool City Hospital, East 
Liverpool, Ohio. 


OPERATING ROOM SUPERVISOR: Posi- 
tion available for operating room super- 
visor in the Methodist Hospital, Texas 
Medical Center, Houston, Texas. Salary 
commensurate with experience and educa- 
tion. Previous experience necessary in 
large general hospital. Generous employee 
benefits. Contact the Director of Personnel. 


OUR 65th YEAR 


WOODWARD essex 
185 \.Wabash-Chieago, I. 


Founders of the personnel counseling service 
to the medical profession, serving medt- 
cine with distinction over half a century. 


RAndolph 6-5682 


Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 








THE MEDICAL BUREAU 
M. Burneice Larson, Chairman of the Board 

900 North Michigan Ave. 

Chicago 11, Illinois 

To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. 





MEDICAL SERVICES 


RUTH STRUM, DIRECTOR 
104 E. 40 Street 
NEW York City 


To The Physician in need of an associate, 
the institution or hospital seeking com- 
etent hospital personnel or Executive 
edical stait, we are in touch with quali- 
fied men and women, who are interested 
in relocating. All negotiations strictly con- 
fidential. 








POSITIONS WANTED 


ASSISTANT ADMINISTRATOR: Medium 
or large hospital. Bachelor ot Business 
Administration and master of hospital ad- 
ministration degrees. Experienced in all 
phases of administration. Member AHA, 
APHA, NLN. Desire opportunity and 
challenge. Availabie for interview imme- 
diately or 63rd meeting AHA. Credentials 
and references on request. Address HOS- 
PITALS, Box K-90. 








PERSONNEL DIRECTOR: 40; M.A. degree 
sociology; nine years varied personnel ad- 
ministration experience, including hospital 
job classification; presently in charge of 
personnel program for 1000 employees. Ad- 
dress HOSPITALS, Box L-5. 





ADMINISTRATOR desires 100-150 bed hos- 
pital, East, South, Southwest. 5 yrs. ex- 
perience Hospital Administrator, 10 yrs. 
Director of Nurses. R.N. M.A. Assistant 
Administrator, large hospital. Address 
HOSPITALS, Box L-8. 





HOSPITAL ADMINISTRATOR: desires to 
relocate; preferably West Coast. Presently 
Assistant Administrator 300 bed general 
East Coast hospital. M.S. Hospital Admin- 
istration (Columbia). Member ACHA. 
Available for interview 63rd meeting AHA. 
Credentials and references on request. Ad- 
dress HOSPITALS, Box L-7. 


HOSPITALS, J.A.H.A. 
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fold completely out of the way 


Well, it’s about time! About time somebody did something to make safety sides not 
only protective but easy to use. And now Borg-Warner /as. Incorporating an entirely 
new principle, the B-W “Hide-Away” safety side folds down flat—completely out of 
the way below the mattress. No projections to bump against—even when the bed is in 
low position. Think of the convenience that means when attending the patient, chang- 
ing the linen, or making the bed. A simple, light lift with the hand raises the “Hide- 
Away” to high position, providing maximum protection with the bed itself in any 
position. Attractive, too, as you can see for yourself. And designed to fit any hospital 
bed. Another example of the Borg-Warner concept of simplicity and convenience in 
patient room furniture and equipment. Write today for full details. 


Makes bed-makinz easy! Top INGERSOLL 
rail folds down below mattress. 


Ne suahioten hee : 
below the bed to get in the way, W Bes ersoll propuCcTS 
No need to raise bed to high = 

DIVISION OF BORG-WARNER 


position. 
1000 W. 120th Street, Chicago 43, Illinois 
PRODUCTS 


See it at the AHA Convention BORG-WARNER 
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FOR BABIES 
FOR NURSES 


MADE TO SPECIFICATIONS OF THE HOSPITAL TEAM RESPONSIBLE FOR INFANT CARE 


SAFEST FOR BABIES BECAUSE — 


¢@ forced air circulation and extra 
large micro air filter provide the 
ultimate in isolation. 


@ front lid opening minimizes loss 
of conditioned atmosphere and 
protects baby from drafts. 


®two thermostats maintain uni- 
form temperatures and eliminate 
possibility of incubator over- 
heating. 


© water reservoir and ductwork can 
be autoclaved. 

® oxygen limiting device is built-in 
feature. 


EASIEST FOR NURSES BECAUSE — 


® quick access is provided through 
any of four hand-hole openings. 


@ baby can be placed in either 
Trendelenburg or Fowler posi- 
tion without opening incubator. 


@cleaning and maintenance are 
: simplified — body and ductwork 
"4 are constructed of stainless steel. 


] 


®@ accessories such as nebulizer, 

‘UNIVERSAL oxygen cylinder holder and in- 
travenous rod are included and 

conveniently located on unit. 


Armstrong 


Incubators are YF MODEL No.188 


now manufactured 


and serviced by 
of{lo ® For more details, please request Bulletin No. 2500-A. 
@ 


Okio Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO., Madison, Wis.; OHIO CHEMICAL PACIFIC COMPANY, Berkeley, Calif. (Divisions of Air Reduction Company, Inc.) 





TO THE THIRD STAGE OF ANESTHESIA AND BACE- 
EVENLY... RAPIDLY... UNEVENTFULLY 


SURITAL sodium 


ULTRASHORT-ACTING INTRAVENOUS aNEstHETIC F'rom smooth induction to prompt re- 
covery, SURITAL sodium (thiamylal sodium, Parke-Davis) provides specific 
advantages both for surgical team and patient. Adaptable to most operative 
and manipulative procedures, it assures a uniformly sustained plane of anes- 
thesia, plus low incidence of laryngospasm and bronchospasm with minimal 
respiratory depression. And because SURITAL sodium rarely produces nausea 
or vomiting, it contributes significantly to greater patient comfort. See medical 
brochure for details of administration and dosage. sere: 





PARKE-DAVIS 


PARK E, DAVIS 4 COMPAMY, Detro# 32, Michigan 
























